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technic of making the various tests and reactions (illustrated in color), but also—and specially 
—the significance of the various reactions, their value in diagnosis, their practical application in 
your daily work. You get the exact technic, step by step, of making and using serums and 
autogenous vaccines. In this thoroughly revised edition, special attention has been given to 
focal infection, the Schick test for diphtheria immunity, complement-fixation in tuberculosis, 
a quantitative Wassermann aimed to standardize this test, acute anterior poliomyelitis, Lange’s 
collodial gold reaction, toxicity of salvarsan, and blood transfusion. 


By Joun A. Konmer., M.D., Dr. P.H., M. Sc., Assistant Professor of Experimental Pathology, University of Pennsylvania. Octavo 
of 978 pages, with 147 illustrations, 40 in colors, by Erwin ¥. Faber. Cloth, $9.00 net. 
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Original Articles 


PROTECTIVE CHANGES IN THE © 
OVIDUCT.* 


James KE. Davis, A.M., M.D., 
DETROIT, MICH. 


The character of the specific function re- 
quired of the uterine tubes involves a very 
efficient protection. A somatit function is al- 
ways secondary to reproduction, and tubal 
pathology is a preferential process for the pres- 
ervation of the open lumina and ostia. | 

Until puberty the embryonic tubal folds cause 





mary folds which are surrounded by a strong 
circular and collar-like layer of involuntary 
muscle bundles. The distal or abdominal os- 
tium is of more complicated architecture be- 
cause of its higher function. 


The many compound folds within the base of 
the ampullar formation and the long grooved, 
projected mucosa to peritoneum construction, 
with its mesothelial stroma and longitudinal 
muscle retracting, contracting and relaxing 
structure provide for at least two forms of 
closure: one with and one without inclusion 
of the fimbriae. A physiological closure doubt- 
less obtains when the reproductive cells are not 








an efficient occlusion; after this period the 
ostia, controlled by specific muscle arrange- 
ment and enervated through ovarian and uter- 
ine connections or through the sympathetic 
connections from mucosa to serosa, may open 
or close, remain open os continue partly or 
wholly closed, as may best preserve the ultimate 
function of the organ. Interval constrictions 
so frequently observed may be imitative of the 
primary form of protection. 


The proximal ostium is designedly only one 
or two mm. in diameter with a few simple pri- 





*Rrom the Department of Pathology, Detroit Col- 
lege of Medicine and Surgery, Detroit, Michigan. 
Read at the Thirty-second Annual Meeting of the 
American Association of Obstetricians and Gynecolo- 
gists, Cincinnati, Ohio, September 15-19, 1919. 








demanding tubal function; and this closure is 
obtained by unison contraction of longitudinal 
and circular muscle fibers. The former, being 
relatively much more abundant than the lat- 
ter, consequently are the controlling part of the 
closure mechanism. 

A pathological closure involves the addition- 
al factors of hypertrophie and hyperplastic tub- 
al wall with a sectional or complete inclusion of 
its entire structure. An old and thick fibrous 
peritoneal coat may limit expansion. The 
mucosal folds may be changed by lateral or 
end fusings, by extensive intra and inter in- 
filtration processes, or by hypertrophic, hyper- 
plastic and atrophic stromal changes. An 
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endo- or pari-salpingitis may not specifically 
designate the anatomical distribution of the 
morbid changes. The fimbriae are «etracted 
rather than inverted within the tubal lumen, for 
in the same plane and with the same relative 
base attachments may be seen rugae and fim- 
briae. The delicate mesothelial type of stroma 
in the fimbriae indicates the facility with which 
a diminution in size of this structure may 
take place. 

The persistency of the lumen and the pre- 
servation of the epithelium are quite remark- 
able in the extensively deformed specimens 
used in this study. There was but little des- 
quamation, and flattening of cell nuclei oc- 
curred only where the surrounding change was 
very severe. An exception to this condition 
is seen in the case of bichloride of mercury 
poisoning, where the only efficient protection 


“ Case I. 


possible was accomplished by a uniform des- 


truction of the entire epithelium. The relative 
larger size and greater number of epithelial 
cells in the distal portion of the tube provide 
for a larger fluid production just where it is 
most needed for protection and propulsion of 
the germ cells. An excess of secretion, excited 
by pathogenic organisms, may exert a diluting 
power and also stimulate muscle contraction 
closure of ostium and muscle propulsion to- 
wards the proximal end of the tube. 


The proximal ostium is a short transition 
from the uterus to the tubal structure. Its 
efficient long valve, constructed of strong 
muscle fibers and primary folds, is an interest- 
ing contrast to that of the ostium abdomale. 
It is a mistake to understand that the proximal 
ostium is a valve consisting of a few narrow 
muscle fibers. Trans-sections of the uterine 
cornu and first portions of the tube prove the 
extent of muscle in this ostium. 

The outward, backward, downward and in- 
ward direction of the oviduct as found in the 
great majority of pathologic processes, is, if 
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not associated with tubal pregnancy, signally 
beneficial for protection. The first essential of 
tissue repair, rest, is obtained by splinting 
against the ovary and wterus. The abdominal 
ostium in this manner becomes intimately ad- 
herent to a peritoneal surface. This position 
facilitates a decreased blood supply and atro- 
phic changes. 


— 
-2- Late Acute Streptococese and 
Gonorrheal Salpingitis efter Abortion 
Age -2e yrs 








Case II. 


Thirty representative cases illustrating 
twenty-three types are reported and intensively 
studied to portray the correlation of morpho- 
logical and histological tubal changes. 

Case 1. Chronic Salpingitis, Chronic Perito- 
nitis, Chronic Periovaritis, Streptococcic and 
Gonococcic Infection following Abortion and 
Gonorrhea. 

Age of patient, 22 years. Married five years; 
two pregnancies, one normal and one induced 
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abortion. (Venereal Case Interned by the State.) 

The gross specimen exhibits a massed tube 
and ovary. The cross section shows intimate 
adhesion of ovary and tube. The tubal wall is 
thickened and is evidently fibrous. The lumen is 
2 mm. in diameter. The ovary shows mutiple 
cyst formation, corpora albicans, and young cor- 
pora lutea. 

Microscopic Examination: The tube is seen 
in full cross section at the left and in part at the 
right, adjoining the largest cyst. The explana- 
tion of this formation is that the tube has passed 
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massed with but very few free end portions, giv- 
ing a general picture which might be mistaken 
for glands. The basal portions of some of the 
plicae are narrowed, but the majority show broad 
bases. The lumen is partially closed by cellular 
debris consisting mostly of degenerating pus 
cells. 

Case 2. Late Acute Streptococcic and Gonor- 
rheal Salpingitis and Peritonitis, Two Weeks 
after Abortion, Following a Previous Gonorrheal 
Salpingitis and Ovaritis of Unknown Periodicity. 

Age 20 years. Unmarried and has had one in- 
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Case III. 


outward, downward, and backward close to the 
upper surface of the ovary. 

The pathological changes are—intimate mass- 
ing of ovary and tube; focal lymphocytic infiltra- 
tion of tubal mucosa; muscularis and serosa. The 
infiltration of the mucosa is very marked. There 
is only marginal infiltration of ovarian stroma. 
The ovary shows: well preserved Graafian folli- 
cies of different sizes; the larger ones showing 
cystic degeneration. The peritoneal coat of the 
tube is thickened, edemic, and hyperemic. The 
muscularis cannot be easily defined as longitud- 
inal and circular layers, and the muscle bundles 
are quite commonly separated by the edemic and 
infiltration changes. The plicae are extensively 


complete abortion. with sapremic infection. 


One 
full term child is living. Wassermann Reaction 
was positive. ; 

The gross specimen exhibits a massed tube 
and ovary, a cross section of which shows a 
completely fibrosed tube and an almost complete 
cystic degeneration of the ovarian structures. 
The contents of the cysts show gelatinization. 

Microscopic Examination: The ovary and 
tube are intimately massed. The ovarian his- 
tology shows the function of the ovary is still 
preserved, as evidenced by the Graafian follicles. 
The tubal wall as compared with Case 1 shows 
extensive peritoneal involvement with thick or- 
ganizing purulent exudate on the surface. The 
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muscularis has less individual separation of mus- 
cle bundles, but relatively more pus cell infiltra- 
tion. The plicae are densely infiltrated with pus 
cells and the inter-spaces are entirely filled with 
organizing pus. The lumen is obliterated, with 
the exception of a small area in the central part 
of the transsection. 


Case 3. Right Gonorrheal Pyosalpingitis with 
Extensive Fibrosis and Multiple Medium-Sized 
Cyst Formations. 

Age 46 years. 
iliac region. 

The gross specimen exhibits a very irregular 
outline with numerous nodulations, as well as 


Chief symptom—dull pain in 
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the histology of the tubal elements. In Section 
(a) the longitudinal muscle fibers can be iden- 
tified, though they have undergone marked hya- 
line changes. The circular layer cannot be iden- 
tified. The fimbriae show a distinct massing, but 
the units are very much longer and narrower 
than are those of plicae developed within the 
tube. There is small round celled infiltration 
of the stroma of the fimbriae and also some focal 
aggregations of the same type of cells. In por- 
tions of the tubal wall there is dense diffuse in- 
filtration of small round cells of various types, 
polymorphonuclears, plasma cells and lympho- 
cytes. 

In Section (b) the plicae are low and thick, 


Case IV. 


numerous cysts, upon the peripheral surface. The 
length-is 9 cm. and the diameter is 4 cm. The 
longitudinal section shows two strictures near 
the center, each stricture being 1 cm. thick. The 
distal portion of the tube still retains a patent 
lumen which is 1.5 cm. in diameter. 
Microscopic Examination: 
Section (a) shows inverted tubal fimbriae. 
Section (b) is taken from the distal end be- 
yond the area of inverted 
; fimbriae. 
Section (c) is taken from the proximal end 
‘ of the tube. 
A comparison of the three sections shows the 
characteristic picture of the relative changes in 


dome-shaped, densely massed and show marked 
increase of fibrous tissue, in places disposed in 
whorl-like formation. The muscularis is of great- 
er thickness and shows extensive replacement by 
connective tissue. 

In Section (c) the plicae are larger but fewer 
in number, and show diffuse infiltration of small 
round cells with a greater proportion of lympho- 
cytes than in the other sections. The muscularis 
shows heavier muscle bundles and a greater rela- 
tive thickness and relatively less degeneration. 
There is extensive exfoliation of epithelium. 

Case 4. Mild Non-Specific Inflammatory 
Changes in Fallopian Tubes and Ovaries, with 
Fibroid Tumors of the Uterus. 
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Age 48 years. 
rhages and pain. 

The gross specimen consists of uterus, Fal- 
lopian tubes and ovaries. The uterus, which is 
markedly fibrous, is somewhat larger than a large 
orange. One of the ovaries is markedly cystic 
and has disposed upon its surface considerable 
fibrous tissue. The Fallopian tube adjoining this 
ovary shows interval constrictions, connective 
tissue increase, and slight hypertrophy of fim- 


Chief symptoms: Hemor- 


4 





CHANGES IN THE OVIDUCT—DAVIS 433 
ate degree, characterized by some lymph 
exudation and mononuclear infiltration. The 


muscularis consists of relatively few muscle 
bundles, and is markedly cavernous from blood 
and lymph vessels. The submucosa is narrow 
and is impinged upon the cavernous tissue. The 
blood-vessel walls are generally thickened, and 
the lymph vessels are dilated. The mucosa ex- 
hibits rugae that are not greatly changed, ex- 
cept for an increase of stroma and cavernous 





briae. The other ovary is smaller and the tube 
is intimately attached to the hilum, the distal 
end of the tube being connected by a definite, con- 
tinuous fibrous union with the ovary. The fim- 
briated portion is divided into two parts by a 
fibrous sealing of the ostium. The fimbriae are 
hypertrophic and hyperplastic, and there are two 
cysts. developed in common with the fimbriae, 
one of which is 1 cm. by .5 cm. 

Microscopic Examination: Section (a). The 
serosa exhibits inflammatory changes of moder- 


Case V. 


formation therein. There is no fusing of rugae, 
and there is no inversion of fibriae. The essen- 
tial change is one of passive congestion, with 
consequent moderate connective tissue increase. 
Through one plane there is a slight peri-salpin- 
gitis. 

Section (b). The tissue consists entirely of 
ovarian stroma, except a narrow strip of muscle 
tissue. The structure shows compression changes 
and. early atrophy and also slight diffuse mono- 
nuclear infiltration. The general form is such 
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as to indicate that this tissue in part forms the 
wall of a cyst. 

Section (c). The serosa shows slight inflam- 
matory change. This is seen also in the longi- 
tudinal muscle layer which can be divided into 
two parts. 
identified. The entire wall is markedly vascular 
and shows slight mononuclear infiltration. The 
mucosa shows no change, except very moderate 
hypertrophy and hyperplasia. There is no inver- 
sion of fimbriae and no fusing of rugae. 


Case 5. Bilateral Tubercular Salpingitis. Case 
of Dr. Hayd’s, Buffalo, New York. 
Age 26 years. Chief symptoms: Backache. 


Diameter of lumen of tube 


The circular muscle layer can be 
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er diameter and 9 cm. in its shorter diameter. 
The wall averages 1.5 mm. in thickness. The 
bowl formation is filled solidly with pseudo- 
mucin. 


Microscopic Examination: Section (a). The 
serosa and muscularis show marked inflamma- 
tory changes from tubercular infection. The 
classical picture of tubercles of various ages ac- 
companied by giant cells and followed by local 
fibrous change as a tracery of the healed tuber- 
cles, and the diffuse mononuclear infiltration 
make very complete evidence of this process. 
The condition is older in Section (a) than that 
seen in the sections from other positions, there 





6 Late Subacute Endo-and Peri- Pyesalpingitis and Ovaritis 


Mixed Infection Two Years Duration Age 40 yrs 





Case VI. 


Patient otherwise in good health. (Full descrip- 
tion of the case is given by Dr. Hayd on page 
53 of the Transactions of the Association for 
1918). ° 

The gross specimen consists of the right and 
left Fallopian tubes. The smaller tube is 14 cm. 
long by 5 cm. in cross diameter, and it is en- 
larged so as to make a hunter’s horn formation. 
The cross diameter of the proximal end is 2 cm. 
and the wall averages 1.5 mm. in thickness. 

The larger tube is an inverted pipe formation. 
The stem portion is 9 cm. long; the proximal 
diameter is 1.3 cm. and the distal diameter is 
3.5 cm. The bowl portion is 13 cm. in its long- 


being more fibrosis and few giant cells. The. 
tubercles are mostly old and healed. This, how- 
ever, applies more strictly to the serosa and 
muscularis. The process as seen in the mucosa 
is more recent. 

Section (b) offers an interesting contrast to 
Section (a) in that only local aggregations of 
leucocytes are seen in the muscularis and serosa. 
Upon the mucosal side there is a deposition of 
caseated material. In the submucosa there is a 
marked diffuse mononuclear infiltration, with 
some very young tubercles. 

Section (c) exhibits a thinner tubal wall than 
that of (a) or (b) and the structures show mark- 
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ed pressure changes of atrophy and distension. 
There is also marked hyaline degeneration in 
portions of the wall. The submucosa has been 
almost entirely obliterated. The mucosa shows 
a contrast with sections (a) and (b) by lateral 
fusing of the rugae and also end-to-end fusing. 
Within the spaces bounded by epithelium there 
is much exudative material. This has undergone 
organization and in very many places is invaded 
by tubercle formations. The stroma in many 
places is hypertrophic and hyperplastic and con- 
tains multiple young tubercles. For the most 
part the epithelium is well preserved. 

Section (d). The typical architecture of the 
tubal wall isthmus is seen. The wall shows both 
focal and diffuse mononuclear cell infiltration, 
and an occasional young tubercle. The mucosa 
has extensive fusing of rugae, forming a solid 
mass in the greater part of the lumen. In this 
tissue there are found caseated material and an 
occasional young tubercle. 


Case 6. Bilateral Late Sub-Acute Endo- and 
Peri-Salpingitis with .Pyo- and Cystic Ovaritis, 
Mixed Infection. 

Age, 40 years. 
years. 

The gross specimen shows a massed Fallopian 
tube and ovary with entire obliteration of paro- 
varian tissue. The tube partially surrounds the 
upper surface of the ovary. 

Microscopic Examination: Section (a). The 
tubal wall is greatly thickened and is diffusely 
infiltrated with mononuclear and polynuclear 
cells, the former being more numerous. Many of 
of the polynuclears are plasma cells. The mu- 
cosa exhibits a lateral and end-to-end fusing of 
rugae, also hypertrophy and hyperplasia, which 
is most marked in the stromal portions. The 
rugae are partially fimbriated types; these, how- 
ever, are few in number. The lumen-is not oblit- 
erated and contains a large quantity of debris, 
which consists largely of pus cells. 

Section (b). This section shows essentially 
the same changes as observed in Section (a), 
excepting that peri ovarian and pariovarian tissue 
is involved. 

Section (c). This section retains the essential 
histological architecture of the proximal end of 
the tube. The mucosal folds are few in number, 
and the epithelium is atrophic and has undergone 
some hyaline change. The lumen is occupied by 
organizing cellular debris in which are large 
numbers of pus cells. This condition illustrates 
changes following mixed infection, gonorrheal 
and streptococcic in type, and the entire adnexa 
is involved in a chronic inflammatory process. 


Duration of Condition, 


two 


Case 7. 
pingitis. 
tion. 

Age 33 years. 
pelvic region. 

The gross examination shows a specimen of an 
enlarged Fallopian tube with irregular lumen 
which is partially filled with coagulated pus. The 
wall shows a distinctly marked fibrous tissue 
increase. This tissue is disposed more or less 
in an irregular way, in places appearing as bands, 


Early Chronic Endo- and Peri- Sal- 
Mixed Infection of Three Years Dura- 


Chief Symptom was pain in the 
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Chief Symptom, pain in lower abdomen.- 


‘atrophy and hyaline change. 
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and is intimately associated with organizing 
purulent material. The fimbriae are completely 
massed and partially inverted, and the edges are 
but slightly frayed. 

Microscopic Examination: This specimen ex- 
hibits the same type of inflammatory change as 
is seen in Case 6, but the inflammatory process 
is of longer duration: The -history shows a 
change extending over a period of three years, 


.while Case 6 covers a petiod of two years’ dura- 


tion. The histologic changes are essentially the 
same in both cases, except that in No. 7 the de- 
formity is greater from the extensive connective 
tissue increase. Not only is this seen in the mus- 
cularis, but it also occurs extensively in the 
mucosa. In Section (c) the serosa is markedly 
thickened and has undergone fibrous and hya- 
line changes, indicating a severe chronic peri-~ 
tonitis. The infiltration process is widely dif- 
fused, and the infiltrated cells are of mixed types, 
pus cells largely predominating upon the mu- 
cosal surface. 

Case 8. Tubal Pregnancy and Chronic Sal- 
pingitis. Embryo in Distal.End of Tube. 
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3 Tubal Pregnancy and Chronic Salpingitis Age 29 yrs 


Case VIII. 


Age 29 years. Chief symptom, abdominal pain 

The gross specimén consists of an ovary and 
Fallopian tube. The distal end of the tube con- 
tains a small foetus, (12 mm.) The proximal 
end of the tube is fibrous and markedly thickened 
to the extent of 2 cm. due to old inflammatory 
changes. The portion of the wall of the tube 
containing the foetus varies in thickness from 
1 mm. to between 1.5 cm. and 2 cm., the thicker 
diameters being at the distal and proximal ends 
of the dilated portion. 


Microscopic Examination: The sections from 
this case illustrate a tubal pregnancy showing 
unmistakable evidence of chronic parisalpingitis. 
At different places in the muscularis there are 
aggregations of mononuclear cells, chiefly lym- 
phocytic in type. The muscle bundles show 
Upon the mucosal 
side of the tubal wall there are remnants of rugae 
and a laminated blood clot with enmeshed chor- 
ionic villi and amnion. 


Case 9, Unilateral Pyosalpingitis, Marked Fi- 
brous Thickening of Wall, with Areas of Hem- 
orrhage. A Probable Unruptured Tubal Preg- 
nancy. 


° 





Proxima | 


436 


Age 24 years. Chief symptoms, pain and ab- 
dominal distension. 

The gross specimen exhibits a Fallopian tube 
showing marked fibrous change in the proximal 








Case IX. 


portion and a cystic enlargement of the distal 
end. The size of the cyst is 6 cm. in the longer 
diameter and 5 cm. in the shorter diameter. The 
shape is oval, and the wall varies in thickness 
from 3 to 10 mm. 

' Microscopic Examination: There is a peculiar 
pod-like formation of the distal portion of the 
tube with purulent exudate upon the inner wall 
and numerous areas in the walls showing old 
hemorrhage. 

Section (a) exhibits a diffuse small round cell 
infiltration disposed somewhat in narrow zones 
through the muscularis. There are also areas 
of red blood cell extravasation disposed in the 
same manner. The submucosa is densely infil- 
trated with pus cells and contains zones of mark- 
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ed connective tissue increase. In these zones of 
connective tissue there are localized aggregations 
of blood pigment. 

Section (b) has a thickened and infiltrated 
serosa which is moderately hyperemic. The mus- 
cularis shows three distinct layers. In each there 
is a marked connective tissue increase and focal 
infiltration. The submucosa contains a large 
number of eosinophiles. The mucosa shows de- 
formity, hypertrophy and hyperplasia of the 
rugae and also a moderate diffuse and focal small 
round cell infiltration in the stroma of the rugae. 
There is some lateral fusing of the rugae. 

Case 108 Chronic Salpingitis with Calcifica- 
tion and Tubal Pregnancy and Ovarian Cyst. 

The gross specimen consists of a tubal preg- 
nancy and multiple cystic degeneration of the 
ovary. The Fallopian tubes is distended to a 
diameter of 6 cm. by an organized blood clot. The 
tubal wall is .5 mm. to 1 mm. in thickness. The 
cyst wall contiguous to the tube is intact and the 
cyst lying between the tube and the ovary is 5 
cm. in diameter. The second cyst, within the 


-10- Chrome Selpingitis with Calcification 
and Pregnancy, and Cystic Ovary 
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Case X. 


ovary, is 17 mm. in diameter and the distended 
rim of the ovary is 1 cm. in thickness. The 
ovary is disposed so as to lie directly below the 
two cysts, which are directly .below the tube. 
The fimbriated end of the tube shows an almost 
complete retraction within the lumen of the tube. 
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Microscopic Examination: Section (a) illus- 
trates a flattened condition of the rugae which 
are lying in the long diameter parallel with the 
tubal wall. A few partially inverted fimbriae are 
observed. These are typically elongated and 
contain calcium deposits and considerable blood 
pigment. The stroma is infiltrated with plasma 
cells and lymphocytes. 








Case XI, 


Case 11. Hydrosalpinx, showing Rugae in the 
Process of Obliteration. 

The gross specimen is that of a rather small 
tube, with fibrous wall at the proximal end. The 
distal end is enlarged by cystic degeneration so 
as to make a modified pipe form. The wall of 
the tube has been dilated so as to be very thin. 

Microscopic Examination: Case 11 is one of 
hydrosalpinx, in which there is the characteristic 
deformity in the gross specimen. 

Section (a) exhibits a characteristic dilation of 
tubal walls and consequent enlargement of the 
lumen, and a typical flattening of rugae into a 
parallel position with the long axis of the wall. 
The folds show marked narrowing and apparent 
elongation with both lateral and end-to-end fus- 
ings, giving an ornamental fence picture. The 
changes in the wall are chiefly distension, pro- 
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ducing a pressure atrophy and a hyaline degen- 
eration. 


Case 12, Receding Chronic Gonorrheal Endo- 
Salpingitis, with Complete Protection of Peri- 
toneum by the Abdominal Ostium. 

Age 24 years. Duration of condition, five years. 
Chief symptoms, recurrent and severe pain in 
pelvis and abdomen. 

The gross specimen consists of a Fallopian 
tube with clubbed distal end. The fimbriae have 
been completely inverted, and on longitudinal 
section no trace of the fimbriated portion is seen. 
The cross section shows a lumen almost oblit- 
erated. A large part of the diameter of the tube 
is occupied by organizing pus. 

Microscopic Examination: Case 12 is a typical 
gonorrheal salpingitis with complete protective 
closure of the external ostium, with fimbrae en- 
tirely inverted. The resistance offered against 
leakage of tubal contents is shown adequately by 
the knob-like enlargement and complete smooth 
surface sealing of the ostium. ; 

Section (a) shows focal infiltrations of mono- 
nuclear cells in the tubal wall and thickening by 
corinective tissue hyperplasia. The mucosa shows 
two types of rugae, one unusually long and typ- 
ical of the fimbriated portion, and the other 
shorter and typical of the enclosed mucosa. The 
folds are markedly hypertrophied, and are dense- 
ly infiltrated with mononuclear cells. Within the 
open spaces of the lumen there’ is considerable 
cellular debris. 

Section (b) differs from Section (a) in that 
there is a more diffuse infiltration of the mus- 
cularis by polymorphonuclear cells, many of 
which are eosinophiles. The rugae are in mark- 
ed contrast with the forms that prevail in hydro- 
salpinx. Here they are rather short and broad, 
particularly across the distal end portions. The 
lateral fusing is extensive. 


Case 138. Tubal Pregnancy with Chronic In- 
fection and Infected Corpus Luteum. 

Age 29 years. ; 

The gross specimen includes an ovary and 
Fallopian tube. The ovary exhibits an extruded 
corpus luteum, 2 by 2.5 cm. in size, with a wall 
averaging 3.5 mm. in thickness. The cavity is 
12 mm. by 18 mm. and represents a typical cyst. 
The Fallopian tube has a ruptured wall with 
organized blood clot in situ, the rupture having 
taken place proximal to the mid-point of the 
tube. Distal to the mid-point a small cyst is 
seen upon the under side, and the fimbriae are 
seen to be closely drawn against the ostium. On 
section a small foetus was observed within the 
lumen. 

Microscopic Examination. Section (a) shows 
a typical corpus luteum of pregnancy with an 
extensive infection. The infection is revealed in 
multiple foci, eight being found in this sec- 
tion. In each there are typical pus cell debris 
and hemolyzed red blood cells. 

Section (b) shows a wall with extensive con- 
nective tissue hyperplasia. The mucosa exhibits 
two types of folds, one long and narrow, typical 
of the fimbriae and the other type of branched. 
folds found in the distal part of the tube. The 
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tubal wall is greatly distended, and the fimbriae 
are flattened against the inner surface of the 
wall by the pressure from an organizing blood 
clot within the lumen. The blood clot, mucosa 
and submucosa are infiltrated with pus cells. 
Case 14. Chronic Bilateral Endo- and Peri- 
Salpingitis of Five Years’ Duration. Mixed 
Infection. Right Tube Infection Receding. 


. Jour. M.S. M.S. 


tube is small and distinctly fibrous. The second 
tube shows relatively less enlargement, but is 
closely massed with the ovary, the distal end of 
the tube curving intimately about the ovary. 
Microscopic Examination: Sections (a) and 
(b) exhibit a greatly thickened wall and marked 
connective tissue increase. Relatively little mus- 
cular tissue is preserved. The wall has been ex- 
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I Tubal Pregnancy with Chronic Infection and Infectea Corpus luteum 
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Case XIII. 


Age 23 years. Duration of condition, 5 years. 
Chief Symptom, pain in abdomen and in lower 
left iliac region. 

The gross specimen exhibits both Fallopian 
tubes, one of which shows marked thickening 
of the distal two-thirds which is enlarged to a 
diameter of 15 mm. The fimbriae have been com- 
pletely inverted, and the proximal end. of the 


tensively infiltrated, both focally and diffusely, 
with small round cells, the mononuclear type 
prevailing. The mucosal folds are much enlarg- 
ed and extensively fused and infiltrated with 
mixed cell types. A small number of inverted. 
fimbriae are observed. 

Section (c) shows. a markedly thickened peri- 
toneal layer, and the longitudinal portion of the 
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muscularis is more than half replaced by con- 
nective tissue. Through the entire muscularis 
there are numerous focal infections of mononu- 
clear cells. The mucosal folds are twelve in 
number and are hypertrophic and hyperplastic. 
There is no fusing of the folds. 

Section (d) shows the same essential changes 
observed in the fimbriated end of the left tube, 
except that there is a greater connective tissue 
increase, both in the wall and in the plicae. 

Section (e) shows more extensive fusing of 
rugae and longitudinal flattening of areas sur- 
rounded by epithelium and adjoining the submu- 
cosa, this being indicative of long continued 
pressure in an outward direction. 
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Age 42 years. 
year. 
The gross specimen shows a Fallopian tube 


; Duration of condition, 
Chief symptom, abdominal pain. 


one 


and ovary, most intimately massed. The tubal 
wall has become a part of the wall of a cyst 
which includes also in its wall, portions of the 
ovary. Right-angle stricture bands are seen in 
the specimen, one of these being particularly 
prominent. The fimbriae of the tube show bi- 
partate massing with the ostium which is firmly 
closed, leaving considerable of the fimbriated 
tissue extruding. 

Microscopic Examination: Section (a). The 
tubal wall shows an occasional focal mononu- 
clear infiltration. The blood vessels show some 
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Section (f) shows relatively much less change 
of muscle tissue, there being a relatively small 
amount of connective tissue in the walls. The 
infection is much less extensive. The lumen is 
larger and the folds are sixteen in number, these 
being longer than those in Section (c) of the 
right tube, which corresponds to the greater dis- 
tance of this section from the ostium. 


Case 15. Chronic Healed Gonorrheal Salpingi- 
tis with Partially Inverted Fimbriae and Cyst 
Formation with Corpus Luteum Involved in the 
Immediate Portion of the Cyst Wall and the 
Oviduct in the Remoter Portion of the Cyst 
Wall. 





The mucosa includes both fimbriae 
The epithelium is well 


dilatation. 
and distal end rugae. 
preserved, and the folds show moderate hyper- 
trophy and hyperplasia and slight mononuclear 
infiltration. 


Section (b) consists entirely of connective tis- 
sue, well supplied with blood vessels. On one 
side there are typical corpus luteum cells. There 
is no active change taking place in the tissue. 


Section (c) is typical parovarian tissue show- 
ing no change other than moderate hypertrophy 
and dilatation of blood vessels, with an edging 
of luteal tissue. 





Pasi attic. ear i Nt aaa 


440 CHANGES IN THE 


Case 16. Chronic Gonorrheal Salpingitis and 
Ovaritis. 

The gross examination shows two specimens 
from the same case. In each there is intimate 
massing of the tube and ovary. In neither speci- 
men can the fimbriated portion of the tube be 
identified. In each the distal end of the tube has 
curved about the ovary. Both tubes and ovaries 
show pyogenic changes and marked cystic de- 
generation. The deformity shown is typical of 
this condition. 
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lateral and end-to-end fusing. The lumen con- 
tains a large amount of pus cell debris. 

Section (c). The serosa is very compact and 
markedly hyaline. The muscularis is thick and 
shows some connective tissue hyperplasia and 
focal infiltration of areas by small round cells. 
The mucosa has sixteen folds, roughly resem- 
bling clover leaves. The stroma is infiltrated 
with small round cells, and the lumen contains 
pus cell debris. 





-15-Healed Chrome Gonorrh eal dalpingitis and Cystic 


Degeneration of Ovary, Age “¥2yrs. 





Microscopic Examination: Section (a) shows 
a thin wall of deformed ovarian tissue within 
which is a large mass of cellular debris, consist- 
ing largely of degenerating pus cells. 

Section (b). The peritoneal coat is greatly 
thickened and infiltrated with small round cells 
of mixed types. The muscularis has marked hya- 
line changes, extensive loss of muscle nuclei, and 
infiltration with small round cells. The mucosa 
exhibits many dome shaped folds which show 





Section (d). This section contains both tubal 
and ovarian structures. In the ovarian tissue 
there is a large corpus luteum. The tubal wall 
shows considerable connective tissue increase 
and the mucosal folds are few in number and are 
either flattened and atrophic or broad and irreg- 
ularly dome-shaped. ; 

Section (e). This section shows the same es- 
sential changes, except that there is considerable 
fatty infiltration in the tubal wall, the mucosal 
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folds are much longer, and the hyperplastic 
change in the stroma is more marked. 

Case 17. Double Hydrosalpinx of Moderate 
Enlargement with Completely Sealed Ostia, and 
a Well Advanced Carcinoma of the Cervix Uteri. 

Age 39 years. 

The gross specimen consists of*the uterus, 
with Fallopian tubes and ovaries. Both tubes 
exhibit closed fimbriated ends, with no trace of 
fimbriae. One tube is intimately massed with the 
ovary, and both tubes show the same type of 
cystic change. The cervix uteri shows a typical 
carcinomatous degeneration. 

Microscopic Examination: Section (a) illus- 
trates a typical tubal wall in hydrosalpinx, with 
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end, with gradual enlargement towards the distal 
portion. The tube has been occluded by inflamma- 
tory change, with cyst formation and massing 
of the ovary. The midportion of the tubal wall 
shows a thickening of 4 mm. and the lumen is. 
filled with organizing pus. 

Microscopic Examination: Section (a) con- 
sists entirely of ovarian tissue, in which are 
Graafian follicles undergoing cystic degeneration. 
There is also one small hematoma. 

Section (b) shows both ovarian and tubal 
structures. The part of the cyst wall shown in 
the section is constructed of ovarian tissue. The 
tubal wall is diffusely infiltrated with small round 
cells of mixed types. The mucosa shows long, 
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Case XVII. 


marked evidence of distension, the blood vessel 
walls being elongated and the muscle bundles 
narrowed, many nuclei being either destroyed 
or are very small and compressed. The mucosa 
shows destruction of rugae, or they are much di- 
minished in height and general dimensions. 
Section (b) shows extensive infiltration with 
epithelial cell new growth tissue of squamous 
type in medullary formation, giving a typical 
picture of medullary squamous-celled carcinoma. 


Case 18. Infected Tubo-Ovarian Cyst, and 
Early Chronic Endo- and Peri-Salpingitis. 

Age 17 years. Unmarried. Never pregnant. 
Interned for venereal disease by the State. Ex- 
posure to venereal infection began 15 months 
prior to operation. 

The gross specimen consists of a Fallopian 
tube exhibiting fibrous thickening of its proximal 


hypertrophic, hyperplastic folds with frequent 
narrow pedicled bases. The stroma is densely 
infiltrated with small round cells. The lumen 
contains a large mass of pus-cell debris. The 
cellular infiltration process extends into the ovar- 
ian tissue. 


Section (c) shows a much thickened wall with 
marked increase of fibrous tissue. There is a 
diffuse small round cell infiltration in the cir- 
cular muscle layer and a focal infiltration of the 
same type of cells in the longitudinal muscle 
layer. The stroma of the folds is markedly 
edemic and infiltrated with pus cells. The ep- 
ithelium shows extensive desquamation. 

Case 19. Acute Double Gonorrheal Salping- 
itis, Ovaritis of Left Ovary with Left Tube AI- 
most Completely surounding the Ovary, and ex- 
tensive pyogenic exudate in the pelvic cavity. 
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Age, 38 years. Married. Has had five chil- 
dren and one miscarriage. Chief symptoms, pain 
in lower lumbar region and pelvis, yellow vaginal 
discharge which began 5 years previous. Smears 
were positive for gonococci. 

The gross specimen consists of both tubes and 
ovaries from a case of chronic gonorrheal in- 
fection. The tubes and ovaries show intimate 
massing and gradual enlargement of the tubes 
from the proximal to the distal ends. Both tubes 
are filled with thick purulent material, and in 
both the fimbriated portions show complete in- 
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ward dome shapes. 
degenerating pus cells. 
Section (c) exhibits the same changes as seen 
in the right tube, except that the peritoneal sur- 
face is densely thickened by a purulent exudate. 
The mucosal portion shows deformed folds, many 
of which are much flattened and extensively fused. 
There is marked hyperemia and extensive red 
blood-cell extravasation. The lumen contains a 
large mass of pus. There is active exfoliation 
of epithelium. 
Section (d) consists of ovarian and tubal tis- 
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The lumen is filled with 


-)3- Infected Tubo-Ovarian Cyst and Early Chronic 


Endo-and Peri-Salpingitis . 1S months Duration. Age 1?yrs. 





Case 


version and complete sealing over of the periton- 
eal surface. 

Microscopic Examination: Section (a) shows 
an atrophic thin wall infiltrated with small round 
cells. The rugae are diminished in number, and 
many are short and dome-shaped. The stroma 
is densely infiltrated with small round cells. -The 
lumen contains a large mass of degenerated pus 
cells. 

Section (b) The tubal wall is diffusely infiltrat- 
ed with small round cells, the majority of which 
are eosinophiles. The muscle has been extensive- 
ly replaced by connective tissue. The mucosa 
shows a small number of folds which tend to- 


XVII. 


sue, two transsections of the tube being included. 
There is intimate fusing of tubal and ovarian 
tissues, the pus-cell infiltration invading both 
types of tissue, the tubal tissue being more ex- 
tensively involved. The rugae are greatly en- 
larged and the end portions rounded. The lu- 
men contains a large amount of pus. 

Case 20. Receding Chronic Salpingitis. 

The gross specimen is a Fallopian tube of mod- 
erate size showing gradual enlargement of the 
tube toward the distal end, and an enlarged cyst 
of Morgagni. The ostium is not tightly closed, 
but the fimbriae are almost completely inverted. 
The companion tube showed complete inversion 
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19: Acute Gonorrheal Salpmngitis and 
Severe Telvie Peritonitis Age: 3¥ yrs, 
Case XIX. é 
of the fimbriae and complete sealing of the peri- 
toneal portion of the. ostium. 

Microscopic Examination: Section (a) The 
peritoneal surface exhibits.an occasional lymph 
node and the outer muscularis shows aggrega- 
tions of lymph cells. There is connective tissue 
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Case XX. 
replacement of the muscle bundles. The rugae 
are hypertrophic and hyperplastic, and have 


broad bases and rounded end-portions. There 
is practically no lateral fusing, and almost no 
desquamation of the epithelium. The mucosa 
shows a diffuse infiltration of small round cells, 
mostly mononuclears. At the fimbriated end 
there is a hypertrophied cyst of Morgagni. 
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Case 21. Chronic Pyo-Salpingitis and Exten- 
sive Ovaritis, with Early Cystic Degeneration of 
the Ovary, and Fusion of a Calcified Appendix 
with the Distal End of the Tube. 

Age, 32 years. Chief symptoms, abdominal 
pain. Operation was Appendectomy, removal of 
Right Ovary and Tube, removal of Fibro-Myoma 
of the Uterus. 

The gross specimen shows a Fallopian tube 
and ovary illustrating complete infolding of the 
distal portion of the tube with massed ovarian 
structures, the proximal and distal portions of 
the tube being within 1 mm. of each other. Mass- 
ed fimbriae are observed which have become 
hypertrophied, and which are pinched by the 
tightly-closed ostium. 

‘Microscopic Examination: Section (a) The 
tubal wall has multiple foci of small round-cell 
infiltration, and also some diffuse infiltration of 
the same type, the cells being mononuclears, of 
which the majority are plasma cells. The lumen 
of the tube is wanting. In the position of the 
abdominal ostium there is a portion of the ap- 
pendix vermiformis, the mucosal part of which 
is undergoing calcification. 

Section (b) shows a greatly dilated tubal wall 
with hyaline change in the muscle fibers and also 
considerable atrophy of the same, and moderate 
infiltration with small round cells, many of these 
being eosinophiles. The mucosa shows marked 
deformity of the folds, which have both broad 
and narrow bases and greatly enlarged end por- 
tions. The folds are greatly hypertrophied and 
are diffusely infiltrated with mononuclear cells. 
The lumen is filled with pus-cell debris. 

Section (c) consists entirely of ovarian tissue 
which is infiltrated in certain portions with small 
round cells of mixed types. On one side is a 
large infected Graafian follicle. There are num- 
erous well preserved Graafian follicles. Marked 
dilation of blood vessels is observed. 

Section (d) shows focal infiltration in the 
tubal wall, connective tissue increase, and marked 
flattening of rugae. The lumen contains consider- 
able pus cell debris. 

Case 22. Late Acute Gonorrheal and Strepto- 
coccic Salpingitis, and Severe Peritonitis with 
Exacerbation due to abortion one month previous 
to operation. 

Age, 16 years. 
once, with abortion at 2 months. 
venereal disease. 


The gross specimen exhibits partial infolding 
of the fimbriated end of the tube, and massing 
of the ovary. The fimbriae have disappeared and 
the proximal end of the tube is distinctly fibrous. 
The companion tube shows gradual enlargement 
toward the proximal end, and almost complete 
inversion of the fimbriae. 


Married two years, pregnant 
Interned for 


Microscopic Examination: Section (a) The 
peritoneum is greatly thickened and diffusely in- 
{'ltrated with small round cells, a large number 
of which are of the plasma type. There is ex- 
tensive red blood-cell extravasation and consid- 
erable formation of young connective tissue. The 
blood vessels are moderately hyperemic. The 
rugae are hypertrophied and show rather exten- 
sive lateral fusing. The stroma is densely in- 
filtrated with pus cells, and the lumen is marked- 
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ly diminished in size. There are numerous 
fimbriae in the mucosa. Extensive exfoliation 
of the epithelium is observed. 
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tion between gangrenous and unaffected tissue 
extends to within 5 mm. of the internal os. 


Microscopic Examination: There is no change 





“21- Chronic Pyosalpingitis and Ovaritis and Fusion of 


Appendix and Distal Ostium. Age-S2yrs. 








Case XXI. 


Section (b) shows the same essential changes 
as observed in Section (a) with the exception 
of a much greater connective tissue increase and 
a larger proportion of mononuclear cells in the 
infiltration process. 

Case 28. Case of Bichloride of Mercury Pois- 
oning. 

Age, 25 years. Has had two full-term children 
and six abortions. Death occurred eleven days 
after the ingestion of two tablets (3 and 32/50 
grains) of bichloride of mercury and the inser- 
tion into the vagina of one tablet (1 and 41/50 
grains) which was held in place at the cervix 
by a tampon. 

Gross Condition Found at Autopsy: The 
vaginal mucosa was gangrenous throughout its 
entire extent. There was a bilateral laceration 
of the cervix which had served to hold the bi- 
chloride tablet until dissolved. The result was 
gangrene of the lower portion of the cervix with 
a sloughing of a relatively large part of the vag- 
inal portion of the cervix. The line of demarca- 
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Sa Ipingitis: and Peritonitis. Age Ieyrs- 
Case XXII. 
in the peritoneum and muscularis other than hy- 
peremia. The tubal isthmus of the right side 
shows but four primitive folds. The epithelium 
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exhibits recent exfoliation. The nuclei are hy- 
perchromatic. The relative intensity of staining 
qualities as compared with the nuclei of muscle 






and connective tissue is quite marked. The left 
tube shows the same changes as the right, ex- 
cept that there is more marked exfoliation of 
epithelium. 

Five additional sections taken from the mid 
and distal portions show the same essential 
changes of hyperemia and extensive epithelial 
' desquamation and hyperchromatosis. In many 
instances the stromal portions of the folds are 
entirely bared of epithelium. The exfoliated 
epithelium shows a marked granulation, or bet- 
ter, perhaps, a disintegration of cell nuclei and 
protoplasm. In the stroma the dilated small 
blood vessels filled with hemolyzing red blood 
cells are prominently seen in each section. Oc- 
casionally there are small portions which have 
suffered from earlier exfoliation than that seen 
in the greater part of the sections. 
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Uterus ana Large Ovarian Cyst 
Age yr yrs 
Case XXIV. 


Case 24. Fallopian Tube in Extensive Fibro- 
inata of Uterus and a Large Ovarian Cyst. 
Age, 44 years. Duration of condition 2 


years. 
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Chief symptoms, Menorrhagia and abdominal 
Operation, Hysterectomy. 


The gross specimen consists of a uterus with 








Fallopian tube and ovarian cyst. It is markedly 
irregular in outline, because of multiple fibroid 
tumors varying in size from that of a pea to that 
of a goose egg. These have varying sized pedi- 
cles and subserous attachments. There are 
numerous additional fibroids in insterstitial and 
sub-mucous positions. The gross mass is equal 
in size to that of an average adult head. Upon 
the left side there is a cystic mass about the 
size of an orange, which is attached by a pedicle 
to the uterine tumor mass. Along its upper 
border is seen the Fallopian tube, which is from 
1 to 2 cm. above the cyst. 

Microscopic Examination: Sections taken at 
(a), (b) and (c) show evidence of very slight 
inflammatory change. Only a few small focal 
aggregations of lymphocytes are observed. There 
is no other change, except some hypertrophy of 
the circular muscularis and primitive folds of 
the uterine ostium. The large cyst beneath the 
Fallopian tube is attached by a pedicle to the 
peripheral surface of the distorted fibroid uterus. 


Case 25. Old Chronic Healed Gonorrheal 
Salpingitis with Multiple Lumina. 

Age, 43 years. Chief symptom, abdominal 
pain. | 

The gross specimen is that of a Fallopian tube 
approximately divided into halves. One-half has 
a diameter equal to an index finger. It is distinct- 
ly resistant to pressure, and is of a shiny white 
color. The other half shows relatively but little 
enlargement and presents a number of rice-like 
bodies upon the under side. These bodies, how- 
ever, when punctured prove to be small cysts. 
These miliary cysts were mistaken clinically for 
tubercles. 

Microscopic Examination: Section (a) at the 
distant portion of the tube shows marked hyper- 

trophy of wall, with an occasional focal infiltra- 

tion of lymphocytes, and areas of marked fibrosis 
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involving extensively the mucosal and submucos- 
al portions. The mucosal folds in places show 
fusing and marked hypertrophic and hyperplastic 
deformity. The tube has a double lumen, and in 
one of the tubal structures the folds have entirely 
disappeared, while in the other they are found 
present. The epithelium is extensively changed, 
being largely of very low type, and in places en- 
tirely destroyed. 





"25- Old Chronic Healed Gonerrheal Salpingitis 
with Multiple Lumina Age-v3yrs 





Case XXV. 


Section (b). The wall shows a marked increase 
of fibrous tissue, some congestion, and some 
lateral fusing of tubal folds. 

Section (b) exhibits marked increase of fibrous 
tissue, with a multiple lumen. At one part there 
is a cross section of typical uterine tubal ostium, 
and at the side of this are two tubal structures, 
one larger than the other and without folds. The 
other lumen is quite small. All portions of the 
lumina have an epithelial layer of the same type. 
This tube exhibits a well-defined double lumen 
and a‘so evidence of a small tubular formation 
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which extends through part of the length of the 
tube. 


Case 26. Retrogressive Changes in Pregnancy 
of the Left Tube with Carcinoma of the Cervix 
Uteri. 

Age, 37 years. 

The gross specimen consists of a uterus, right 
and left Fallopian tubes, and one ovary. The 
uterine cervix shows marked destruction from a 
new growth process which extends to above the 
level of the internal os. The Fallopian tubes 
are both small in size, the proximal portions 
being 3 mm. in diameter. The right tube is this 
size throughout while the left tube at a distance 
of 3.5 cm. from the uterus exhibits a rounded 
enlargement extending through 3 cm. of the 
length of the tube, and measuring 2 cm. in cross 
diameter. The tube beyond this enlargement has 
an average diameter of 9 mm. 

Microscopic Examination: Section (a) repre- 
sents the distal portion of the tube. The changes 
from normal are very slight and consist of some 
hyperemia and edema. A few of the mucosal 
folds show slight hypertrophy and the epithelium 
is slightly congested. 





26 fretrogressive Changes in Pregnancy of the Lefl Tube 
with Concomitant Caremoma of the Cervix Uters, Age I?yrs, 


Case XXVI. 


Section (b) exhibits a laminated blood clot, 
numerous chorionic villi, and considerable am- 
nion. The enclosing tubal wall is thin and in 
places shows small round-cell infiltration and 
moderate edema. 


Section (c) The proximal portion of the left 
tube exhibits slight edema and dilated blood 
vessels, now contracting. There is hypertrophy 
of the submucosa. The epithelium is well pre- 
served, showing some villi. 


Case 27. Embryonic Oviduct with Carcinoma 
of the Cervix Uteri in a Patient aged 53 years. 

Age, 53 years. Duration of condition 3 months 
with constant hemorrhage. 

The gross specimen consists of a uterus, Fal- 
lopian tubes, and an ovary. The uterine cervix 
is involved in a carcinomatous process. The 
Fallopian tubes are small and normal, except for 
their embryonic morphology in the outer half of 
each tube. These show definite embryonic folds 
just distal to the mid-point, and beyond the 
twisted portions are wave-like formations. The 
ovary is small and atrophic. The drawing is of 
one tube, ovary and a portion of the uterine 
cornu. 


Microscopic Examination: Section (a). The 











OcTOBER, 1920 


fimbriae show an unusually large amount of con- 
nective tissue of a more mature type than is 
usually seen in the stroma of normal fimbriae. 
The stroma is more cavernous than normal. The 
epithelium is well developed. 

Section (b). The adventitia occupies more of 
the thickness of the wall than is usual. The 
longitudinal muscle layer is not easily defined, 
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tissue. The lumen is small and only two primary 


folds are seen. 

Case 28. Chronic Bilateral 
Salpingitis and Ovaritis. 

Age, 44 years. Duration of condition, 1 year. 
Symptoms, pain in lower left iliac region and 
irregularity of menstruation. 

The gross specimen includes uterus, oviducts 


Staphylococcic 
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the circular layer is thicker than normal, and 
there is no well-defined mucosa. The plicae are 
markedly deformed from hypertrophic and hy- 
perplastic changes, leaving but little lumen space. 
The epithelium is of low-cell type, the nuclei 
being almost entirely round and oval shapes. 


Section (c) shows a wall with marked compact- 


ness, and consisting almost wholly of connective 


XXX. 


and ovaries removed by hysterectomy. The 
uterus is enlarged and the tubes fold closely about 
the ovaries in sucha way that gross differentiation 
of these structures is impossible. The tubes are 
enlarged equally and the changes are approxi- 
mately the same on both sides. 

Microscopic Examination: Both tubes exhibit 
the same relative enlargement and a correspond- 
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ing similarity of pathological changes. The dis- 
tal ends definitely surround the ovaries. 

The sections show a large number of focal 
lymphocytic infiltrations through the walls of 
both tubes. Extensive connective tissue hyper- 
plasia is taking place. The lumina are filled with 
a serous fluid and masses of red blood cells. The 
mucosa and sub-mucosa are greatly deformed and 
diffusely infiltrated with mixed types of cells. 
The rugae have almost entirely disappeared. The 
epithelium has been extensively destroyed. 


Case 29. Fallopian Tubes of New-born child 
at term. 





THE SLUDER OPERATION.* 


Epw. J. Bernstern, M.D. 
DETROIT, MICH. 


I shall not attempt to describe the technic 
of this operation as it has been so ably and well 
done by the originator in several monographs 
which are at the disposal of any who ask; 
moreover, mere description of any operation 
however graphically done gives no one an ade- 
quate conception of its fulfillment. This cer- 
tainly applies to me and most men. 

I shall, however, attempt to answer many of 
the criticisms made mainly by those who have 
not taken the pains to properly acquaint them- 
selves and who give utterance to most of the 
ex cathedra dicta. 

It is claimed that it is brutal, bloody, in- 
efficient, unsurgical and that it was devised by 
Sluder because he did not know how to do a 
good dissection. 

I shall answer the last criticism first, cer- 
tainly any one who has seen Sluder do other 
work, will be convinced that he suffers nothing 
by comparison to other first class operators 
and he needs no champion to establish his 
ability. 

If Sluder said that, I am sure it was true, 
for at the time he devised this present method 
it applied equally to all of us. I am sure it 
applied to me and to every man who is honest 
to himself. 

I have become an ardent advocate of this 
operation as it is rapid, requires only primary 
anaesthesia, is relatively bloodless and it can 
be made absolutely so, if one will only not try 
to show how quickly one can do it. 

It requires the minimum of armamentarium 
and the simplest kind of instruments. A mouth 
gag, a tongue depressor, a couple of sponge 
holders, the simple Sluder modification of the 
old Mackenzie tonsillotome—for safety’s sake— 
a couple of artery forceps, which so far I have 
never once used in doing this operation. 


*Read before Section O. A. R.L., M. S. M. S., May 
20, 1920. 
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Not one of the many modifications of the in- 
strument is at all necessary, when once you 
have mastered the art, and it is an art. Sluder 
himself devised several modifications, mainly 
for others and to answer the criticisms, that 
he could do this as he was such a big strong 
man and had a powerful hand. He himself, to 
the best of my knowledge, does not use any of 
them nor need any one else. It is not power 
or force which does this. The moment one 
uses force, he at once shows that he is not at 
home with this method, gentleness and art alone 
are needed, and to avoid unnecessary bleeding 
it is only requisite that one hold the everted 
tonsil one minute or two before giving it the 
final turn and evulsing with its capsule. 


One must avoid the conclusion from mere in- 
spection of the tonsil and finding that one has 
on its under side a considerable amount of cap- 
sule that the operation is complete, it is true 
that such will be the case nine times out of ten, 
but I have had the chagrin to find that the next 
morning a large piece of tonsil was left, because 
I concluded from the inspection of the evulsed 
mass that I had done a complete job, however, 
if such be the case it is very easy to slip in the 
tossillotome and remove it almost in a wink 
and without anaesthesia. It should not be nec- 
essary to do this, if only the operator will care- 
fully inspect the mouth and throat after the 
operation. ‘The appearance of the fauces the 
morning after a well done Sluder shows abso- 
lutely no sign of inflamation along the pillars 
and the patients, particularly the children, will 
begin to take nourishment that afternoon, if 
the operation is done in the morning. 

It is said that this is not a surgical procedure. 
I should like to know what constitutes a sur- 
gical procedure and what not. 

It seems to me that this is but idle chatter. 
If we accomplish what we set out to do, 
thoroughly, quickly, with the minimum of 
bleeding, or danger and with the least trauma, 
to the adjacent parts as is done by this method, 
we certainly set at rest such criticisms. 

As to its celerity, it can be done in five 
minutes. 

There are two points in the technic which I 
think it well to speak of: first, that it is not 
necessary to change the position of the operator 
to either side when doing this. One engages 
the left tonsil by holding the instrument in the 
right hand, and holding the instrument in the 
left hand for the right tonsil. It is hardly nec- 
essary to say that any one incapable of using 
either hand indifferently should not attempt 
this operation. Surely, most of us believe an 
operator should be ambidextrous. 
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Secondly, in after having engaged the tonsil 
according to the principle set down by Sluder, 
the operator pushes home the blade it will now 
be found that the margin of the anterior pillar 
may have been caught in the grasp but one 
should hold it firmly for sixty or ninety sec- 
onds, then releasing the blade by drawing it 
back the anterior pillar will be free. Now 
gently smooth out the anterior pillar over the 
fenestera and then drive home the blade being 
careful to note that all the tonsil is thus engag- 
ed this is indicated by a slight depression in 
the place of the former convexity which marked 
the presence of the tonsil under the anterior 
pillar. Holding the tonsil now firmly in the 
grasp of the instrument a few seconds (twenty 
or thirty) you will now evulse the tonsil with 
its capsule from its bed by a slight twist to- 
ward the opposite side. Careful inspection 
should now take place after thoroughly drying 
the bed to convince yourself that no remnant 
or supernumerary tonsillar tissue remain be- 
hind. Should such be the case it is but a slight 
matter to re-enter with your Sluder instrument 
and remove it, or, if you prefer, grasp it with 
a forcep and sever its connection with a knife 
or a scissors. It will always be found that the 
fragment if any be left behind, is niin 
dissected and hangs by a shred. 


DISCUSSION. 


Charles A. Baker, Bay City: I think that Dr. 
Bernstein omitted just one essential in his des- 
cription of the Sluder operation. _And that es- 
sential I consider a very important one: That 
you have a suitable case for its use. 


M. E. Vroman, Port Huron: I have bought 
Sluder’s instruments and tried to use them. I am 
a failure so far as using Sluder’s method is con- 
cerned. A Sluder appears to me in this connec- 
tion very much like the old McKenzie tonsil- 
lectome which we have all used, which has a 
cutting blade. I used to do them with the old 
McKenzie tonsillectome, and I was called back 
very frequently to check hemorrhages. I don’t 
know of any particular reason why that should 
be; the tonsils all came out pretty well, looked 
pretty well when I got through, the pillars did 
not seem to be injured, but it was because of 
the fact that they were cut off with a cutting in- 
strument probably. 

I agree with what Dr. Baker has just oni It 
would have to be quite a suitable case for me to 
use it satisfactorily. If your tonsil is out and 
free and no adhesions I probably could handle 
Sluder all right. If not, I could not. 

For the last two or three years I have been 
using an open snare entirely. I dissect every 
tonsil before I put the snare on. 

Walter Orr, Flint: Mr. President, there is just 
one’ thing that I want to say about the Sluder 
operation for tonsillectomy. I think, as does our 
friend here, that properly selected cases are suit- 
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able for Sluder operations. Nobody has any 
quarrel with that I am sure. However, I have 
done a good many tonsillectomies that cculd not 
have been done with a Sluder instrument, unless 
Sluder did the operation himself. I have come 
to think this about the Sluder operation, that in 
the hands of Sluder and perhaps in the hands 
of Bernstein and a few others who are very 
dexterous, it is a good instrument, but in the 
hands of the average man I think it is a damnable 
thing. 

B. N. Culver, Battle Creek: I suppose a per- 
son who does not do the Sluder operation is 
more or less estopped from disscussing this paper 
but I will say this, that I have tried the Sluder 
operation enough to have come to the point 
where I have ceased trying it, because I have 
found, as has been mentioned by others here, 
that the cases where it can be used are relatively 
few. But many cases fall to my lot in which I 
doubt very much that they could be done by the 
Sluder method. Such cases, for instance, as 
cases of post peritonsillar abscess, and cases of 
older people where the tonsils are quite small, 
as the muscle of connection is rather rigid be- 
tween the tonsil and fascia over the muscle. 
But it is my opinion, from what operations of 
this kind I have done, and as I say, my experi- 
ence in doing these operations is not very broad, 
because I did not try it very long, that we are 
more likely to leave some of the base and more 
likely to get an annoying bleeding from the 
Sluder than from the other operations. 

F. Holsworth, Traverse City: I think most of 
the cases of hemorrhage from the Sluder opera- 
tions are caused by bringing the knife down on 
I think it is to be used in very 
selected cases. 


E. J. Bernstein, Detroit: Mr. President, I should 
like to say a few words in reply to what has been 
stated about suitable cases. Every case is suit- 
able if you have sufficient dexterity. Now the 
more I do this operation, the more generally I 
do it. I will be perfectly free to admit that when 
I first started this I was careful to select my 
cases, and I think that is but rational. The long- 
er I do it the less cases I find that I cannot do 
it with, and I am quite free to confess that lately 
I doubt if I do a dissection operation one time 
where I will do a Sluder operation twenty times. 
It is just a question of dexterity, I am sure, and 
a question of knowing it. 


Now any operation is a damnable procedure 
when you try to do something you don’t know. 


_Who in the name of common sense would at- 


tempt to do a mastoid operation unless he knows 
it? And the idea of discussing an operation, and 


“saying that it is damnable because a man does 


not know how to do it perfectly is—I was going 
to say ridiculous—but it is absolutely correct. I 
think it is positively criminal for a man to at- 
tempt to do a thing that he does not know how 
to do. And you have no business doing it unless 
you have seen somebody do it, and you have 
tried to do it yourself under his instruction, and 
that is what I said in the beginning, and I am 
sure it holds good as to every operation we do on 
the body. 


Now as far as the instrument itself is con- 
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cerned: I think you ought to bear this in mind, 
that in doing this operation you should not have 
a sharp blade. Your blade should be dull. 


And as far as hemorrhage is concerned: I 
thank fortune that so far I have had less hemor- 
rhage, and I have had absolutely no secondary 
hemorrhage after doing these Sluder operations. 
I have not had a single secondary hemorrhage 
after doing a Sluder operation. I have done 
fourteen of them in an hour and twenty-two 
minutes, and I have done nine of them in fifty- 
five minutes, and that is on record at the Grace 
Hospital, and not one of them had any subse- 
quent trouble whatever. 





KIDNEY AND BLADDER SAG 


WOMEN.* 


IN 


G. Van AMBER Brown, M.D., 
DETROIT, MICH. 


While renal and bladder conditions in men 
and women are similar, there are some differ- 
ences. Men are prone to certain of these condi- 
tions and women to others. It would too great- 
ly prolong this paper to attempt to consider 
the subject in detail, so its scope will be con- 
fined to a few remarks on two conditions. One, 
kidney ptosis, common with, but not entirely 
confined to women, occurring rarely in men. 
The ‘other, bladder ptosis, being peculiar to 
women and associated with pelvic sag. 


One phase of cystocele to which little atten- 
tion has been given is the residual urine and 
its relation to urinary tract infections. The 
bacteriological findings of the urinary tract in 
relation to the various pathological conditions 
is a subject still open for investigation. So 
far, even the question as to the normal sterility 
of urine seems to be debatable. Judging from 
results obtained in bacteriological examinations 
of practically normal urine, in a relatively large 
series of cases in women, it would seem that 
we are justified in concluding that a urine which 
contains a few germs to the cubic centimeter, 
can practically be considered sterile. Rarely, 
have we found the urine absolutely free from 
all germs, though what would be considered a 
normal urine, will show only a few to each 
cubic centimeter. We know that in many in- 
fectious diseases the germs present in the body 
are eliminated through tshe urine, but give 
no symptoms directly traceable to their pres- 
ence. Normal urine has a marked germicidal 
action. In pathological urine the germicidal 
function is lost. Urine retained in the bladder 
for any length of time undergoes ammoniacal 
fermentation, and, as a consequence, its chemi- 


*Read before the Surgical Section of Wayne County 
Medical Society, May 24th, 1920. 
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cal character is altered. The germicidal action, 
due either to the inorganic contents, or a fer- 
ment ingredient, is destroyed. it needs only 
some pathological germ coming from above in 
the urine, or introduced from below by mechan- 
ical interferences, to cause inflammation. 

I believe, that in women, by far the greater 
portion of chronic inflammations of the bladder 
is secondary to a bladder ptosis, caused by a 
relaxed vaginal outlet with resulting or as- 
sociated sagging of the ventral vaginal wall. 
This bladder sagging may not be enough to 
give any marked evidence of cystocele, but if 
it is sufficient to cause the retention of any urine 
it may be accounted of sufficient importance. 
Poor bladder drainage may in some cases be 
due also to a relative ptosis from a displaced 
uterus. 

In women beyond the menapause the bladder 
symptoms may be the only ones present, though 
the misplaced uterus was the original pathology. 
It is the condition producing residual urine that 
is the direct etiological factor in the produc- 
tion of most cases of chronic cystitis in women. 

If after voiding, a catheter passed shows 
residual urine is present, in cystitis, it is the 
factor of greatest importance, since it accounts 
for the return of many supposedly cured blad- 
der conditions. 

It is evident, then, that where a cystitis is 
associated with pelvic displacement sufficient 
to prevent complete emptying of the bladder, 
medication can only be of value as long as it 
is continued, since its value comes only by in- 
hibiting the development of the germs. If by 
chance the germ is removed by medical treat- 
ment, the beneficial result endures only until a 
reinfection has an opportunity to come through 
the blood stream or from mechanical interfer- 
ence. As a test of condition, if the vaginal 
canal is of sufficient capacity to admit a pessary, 
one may be so placed as to raise the sagging 
portion of the bladder, when in cases suitable 
for operation the urinary symptoms will grad- 
ually subside and at the end of a few weeks the 
urine will be sterile, indicating that proper 
surgical repair should and would give perman- 
ent cure. 

This leads me to a consideration of kidney 
ptosis, because it goes without saying that many 
symptoms and findings of bladder urine stasis 
are also associated with urine stasis above the 
bladder. Bladder contamination, with sterile 
kidney urine, and no pelvic infection to account 
for the presence of bacteria by direct extension, 
is suggestive of improper drainage. The blad- 
der ptosis may have none of the signs and symp- 
toms of cystitis apart from the irritated blad- 
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der. In the absence of kidney infection symp- 
toms, when the bladder urine shows contamin- 
ation, this condition is most frequently the re- 
sult of stasis above the bladder. The most 
common cause for such stasis is a floating or 
movable kidney. 

Severe kidney conditions, wich give bladder 
irritation, are naturally outside the scope of 
this paper, though many such pathologies have 
as their beginning the conditions under con- 
sideration. Many symptoms and findings of 
bladder urine stasis are also found with urine 
stasis above the bladder, but the movable kid- 
ney up to the present is given very scant patho- 
logical consideration in literature. 

The consensus of opinion seems to be that 
the movable kidney is very common, and may 
be occasionally associated with diverse morbid 
conditions without causing original symptoms. 
But a diagnosis of a surgical movable kidney is 
very questionable, unless the kidney is definitely 
giving trouble by pain, hematuria, and abdom- 
inal ‘tumor, with possibly gastric symptoms, 
pain with nausea and vomiting, and occasion- 
ally an intermittant hydronephrosis. All 
writers acknowledge the coincident occurrence 
of mental and nervous disorders and movable 
kidney, but none see any significance in the 
factor, or offer any explanation. Since alien- 
ists have frequently demonstrated the rise in 
blood pressure, co-incident with the aggrava- 
tions of mental disorders, and attribute the 
cause to a toxemia, a clinical study of the urine 
in cases with movable kidney in connection 
with this blood pressure investigation should 
be of interest. 

In the “unilateral nephritis” of Dieulafoy he 
believes that many are due to tuberculosis. I 
wish to go further, and add that all of these 
are germ conditions usually secondary to a dis- 
placed kidney interfered with in function and 
are in no sense a “Brights Disease.” And I 
believe that in the bacteriological examination 
we have our data for the exact medical classi- 
fication. These cases are fair examples of a 
large class of patients in whom there is a mov- 
able kidney, that is the cause of the trouble, but 
this pathology is not recognized, unless it is 
associated with a Dietl’s Crisis, when local 
symptoms are such that they cannot be over- 
looked, but long before this stage is reached 
the movable kidney is giving trouble and is 
gradually developing into the gross type. 

Floating or movable kidney is the most fre- 
quent renal trouble in women and is found 
much more often than in the male. It is re- 
sponsible for many troubles directly and in- 
directly, and it is for the benefit of the com- 
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plications of floating kidney, that surgical pro- 
cedures are usually instituted. 

The condition offering the best results from 
operation is where the kidney is freely movable 
and the ureter fixed giving it a sharp angula- 
tion. 

We have swung strongly from the kidney 
fixation chiefly, I believe, because too many 
tried in that way to cure movable kidneys as- 
sociated with enteroptosis, the cases not being 
segregated. Many a movable kidney was 
operated when the pathology giving the symp- 
toms was elsewhere. And while I wish here to 
enter protest against the regular kidney belt, 
because, I know of no other abdominal contriv- 
ance which has so much power for evil in de~ 
veloping congestion of the pelvic organs, I, do 
on the other hand, wish to recommend the front: 
laced corset when it can be properly fitted. Tt 
is a good test as to the probable benefit to be 
derived from operation, and following operation 
is a good support while waiting for the kidney 


’ to form its new bed. 


As regards the best method of correcting a 
given case whether of bladder or kidney ptosis 
it is always a debatable question and that I do 
not care to discuss here. 

My object this evening is to give very briefly 
intimation to the importance of a bacteriologic- 
al study of all urines, segregated when indicat- 
ed; also to the kidney and bladder sag as fre- 
quently underlying causes of cystitis, and, for 
permanent cure, the necessity of surgical re- 
pair. 

908-14 Smith Bldg. 





TECHNIC OF GIFFORD’S OPERATION 
FOR DESTROYING THE LACHRIMAL 
SAC.* 

R. D. SLeigHT AND WiLFRID HAvuGHEY, 
BATTLE CREEK, MICH. 


The technic of this operation is very simple 
though it varies somewhat depending on the 
requirements of each case. The anesthetic used 
is one per cent. novocaine with adrenalin. 

1. The skin over the sac is infiltrated with 
the solution, several drops injected deeply 
around the sac and into it. 

2. Shit the inferior canaliculus and pass a 
strabismus hook through the duct into the sac. 

3. An incision, one to two centimeters long, 
(same incision as for enucleation of the sac), 
is made through the skin over the sac extend- 
ing down to and into the sac making sure that 
the sac is freely opened. The strabismus hook 





~ *Read before Section O. A. R. L., M. S. M. S., May 
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is then removed. The wound is firmly packed 
to control all hemorrhage. 

4. After the wound is entirely dry, the skin 
about the wound and the inner canthus is free- 
ly covered with sterile vaseline; sterile vaseline 
is put into the eye as a precautionary measure 
against acid reaching the eye through the duct. 

5. Then with a perfectly dry, small pointed 

pipette, three or four drops of liquid trichlor- 
acetic acid are carefully instilled into the depths 
of the wound and allowed to reach all parts of 
the sac. 
6. The strabismus hook is introduced into 
the sac through the wound and the point of the 
hook worked upward into the lachrimal duct 
to destroy it. The excess of acid is then taken 
up and removed by means of small cotton swabs 
and the wound packed with narrow strips of 
gauze. Sometimes a suture is used to partially 
close the wound but as a rule, no suture is re- 
quired. 

The first change of dressing is made in two or 


three days and the wound dressed daily until 


it heals, 
CASE REPORT. 
I have operated on ten cases in private practice 
and in the service, all with excellent results. I 
will report two cases. 


June 5, 1919, Mr. W., of Marshall, age 55, com- 
plained of his right eye watering for the last ten 
years. 


Examination showed chronic Dacryocystitis. 
We tried the usual treatments with probe and 
irrigation without any results. On August 6, we 
performed Gifford’s operation for destroying the 
tear sac of the right eye. We saw the patient 
again on August 8th, dressed the wound and 
continue to dress it every day for four days when 
he was discharged with perfect results and very 
small scar. Have seen the patient several times 


since, as late as April, 1920, and the result is’ 


still very satisfactory. 

Miss G. E. G., age 18, examined May, 1919. 
The patient complained of pain, pus and tearing 
of the left eye more or less for the last five years. 

Examination showed a chronic Dacryocystitis 
with the sac filled with pus. We operated on 
patient on May 20th. First dressing on May 
22nd. A large amount of pus still in sac. Re- 
dressed every day for four days with slight de- 
crease of secretion. On May 28th, reopened 
wound and dropped in two drops of trichloracetic 
acid. Left it in for two minutes manipulating 
wound. Redressed and saw the patient again on 
May 30th. Very little discharge and wound looked 
very good. Dressed wound every day for a week 
when she was discharged cured. Have seen this 
patient a number of times since and all of her 
former symptoms are relieved. 
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CHRONIC APPENDICITIS, THE SCAPE- 
GOAT OF ABDOMINAL SURGERY.* 


Hueu Casot, M.D., F.A.CS8., 
ANN ARBOR, MICH. 


It may appear that this is neither the time 
nor the place to discuss this almost thread- 
bare subject of chronic appendicitis but unless 
we are prepared to assert that our present man- 
agement of the condition is wholly satisfactory 
and that except for the errors inseparable from 
human judgment we are always right in our 
management of these cases, we cannot afford 
to indulge in self-satisfaction in so common 
a disease. At the outset, I am inclined to 
raise the question “what is chronic appendicitis ? 
We must not overlook the fact that the appen- 
dix is large in childhood and small in oid age, 
speaking always relatively. From this it fol- 
lows, that during the intervening period, some 
process has been going on which has shrunk 
this organ in all its dimension. In fact, it is 
not unusual in elderly people to find an appen- 
dix which has substantially disappeared and 
which has no demonstrable lumen. Now I 
hesitate to regard this process as pathological 
for it seems to me far more comparable to the 
atrophy which takes place in a variety of other 
organs and far more like a physiological than 
a pathological process. On the other hand, if 
one examines these appendices, at various 
stages in their progress along the road from 
the histological point of view, the process does 
not appear one of pure atrophy. The patho- 
logist will properly incline to regard the chang- 
es as abnormal, whereas the clinician who sees 
them going on wholly without the production 
of symptoms will be inclined to regard them 
as normal. 

Graves and many other observers have sub- 
mitted to careful microscopic examination 
large numbers of appendices removed from wo- 
men in the course of gynecological operations 
but which clinically had given no sign of ab- 
normality. A very large proportion of the 
specimens showed changes which the patho- 
logist regarded as abnormal and this has na- 
turally enough led to the view thta true 
pathological lesions of the appendix are pres- 
ent in the majority of apparently healthy in- 
dividuals. This doctrine I am unwilling to 
espouse as it seems to me to take us into the 
shadowy realms in which the microscope. plays 
the title role. In short, I hesitate to recognize 
as a disease a process which runs its course 
wholly without the production of symptoms. If 


*Read before Section on Surgery, M.S.M.S., Kala- 
mazoo, May, 1920. 














OcroBER, 1920 


we are in fact to regard this as a disease, then 
we must be prepared to admit that it requires 
no treatment. I confess to prefering the view 
which regards disease as a reaction of the in- 
dividual to insult or injury of some kind and 
therefore to take the view that where no re- 
action occurs, no insult has been done and no 
disease exists. Consequently, I am not pre- 
pared to recognize as a disease chronic appendi- 
citis without the production of symptoms and 
believe that we are entitled to insist that symp- 
tom production must be shown as a prerequisite 
to the diagnosis. 


CLINICAL CLASSIFICATION. 


Obviously, one may divide the cases of 
chronic appendicitis producing symptoms into 

1. Those giving a story of definite attacks 
more or less resembling the classical acute ap- 
pendicitis and showing’ a definite tendency to 
relapse. In regard to this group, there can be 
no doubt in regard to the propriety of treat- 
ment by operation and comparatively little dif- 
ficulty in regard to the diagnosis. 

2. This group may be defined as those which 
have no definite attacks, in which pain is vari- 
able, often referred to other parts of the ab- 
domen, and in which the symptoms are largely 
reflex. These cases mimic hyperacidity, gastric 
and duodenal ulcer, disease of the gall bladder 
and bile ducts, and even lesions of organs lying 
outside of the abdomen, as for instance the 
kidney. Clearly it is with this group that the 
diagnostician will be chiefly concerned and it 
is here that most of the pitfalls will be found 
and most of the errors will be made. 


DIAGNOSIS OF CHRONIC APPENDICITIS. 


It is now some years since EK. A. Codman 
studying a group of patients admitted to the 
Massachusetts General Hospital with a diag- 
nosis of chronic appendicitis was able to show 
that the probability of a correct diagnosis based 
upon purely clinical evidence did not approach 
the degree of accuracy which we are entitled to 
expect. There will be no important disagree- 
ment with his conclusion that the physical ex- 
amination and history was a highly precarious 
method upon which to depend. Shortly after 
this time the use of the X-Ray for diagnosis 
of lesions of the gastro-intestinal tract came 
into more or less general use and today few of 
us would be willing to dispense with this meth- 
od when it is available. Roughly speaking, the 
evidence which may be obtained by the roent- 
genologist is of three kinds. 

1. He may be able to show tenderness over 
the region of the cecum and abnormal fixity or 
at least lack of normal mobility which gives 
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presumptive evidence of an antecedent local 
peritonitis. 

2. He may be able to show the so-called 
“twenty-four hour appendix” which is of course 
proof that the normal ability of the appendix 
to expell its contents is lacking though it is 
somewhat less clear that the appendix in its 
perhaps normal process of devolution or atrophy 
may not pass through this stage without sub- 
jecting its owner to measurable risk. 


3. And finally, there is the largest group 
of cases in which no abnormality can be shown 
involving the cecum or appendix but in which 
a variety of abnormal reflexes in the gastro-in- 
testinal tract give evidence of some disturbance 
which sets them going and are certainly com- 
monly associated with disease of the appendix. 

But clearly we must proceed cautiously im 
the interpretation of this so-called reflex phe- 
nomena as our knowledge of the possible 
sources of these reflexes is as yet far from com- 
plete. It is undoubtedly true that the same 
type of reflex disturbance which is produced by 
a lesion of the appendix may also be produced 
by lesions of other abdominal organs, perhaps 
most commonly the gall bladder and ducts. We 
shall also do well to remember that reflex dis- 
turbances of the gastro-intestinal tract and no- 
toriously of the stomach are exceedingly com- 
monly produced by lesions without the ab- 
dominal cavity and finally we cannot deny that 
these same abnormalities of behavior occur in 
individuals whom we cannot declare to be the 
subjects of any recognized organic disease. If 
these premises be admitted, it follows that the 
roentgenologist will in a considerable group 
of these people be unable to go further than to 
point out that these abnormalities of behavior 
exist and that they might be produced by a 
lesion of the appendix. 


CRITERIA OF DIAGNOSIS. 


In the group of cases above referred to giv- 
ing a definite history of recurrent attacks of 
pain and tenderness in the right lower quad- 
rant and especially if they be associated with 
fever, nausea and vomiting, we may almost be- 
satisfied with the evidence of the history and’ 
physical examination and may even be willing: 
to dispense with the X-Ray examination. 

But it is not to these cases that I desire to 
draw your attention or concerning which the 
criteria seem to me importantly discussable: 
It is to the large group without definite be- 
ginning and sometimes it seems without definite 
end that I particularly desire to refer. The 
history is often of little value except to show 
the absence of definite evidence. The physical 
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examination is commonly negative and we 
must therefore fall back upon the evidence 
obtainable by the X-Ray. Tenderness and fix- 
ity of the cecum is more commonly produced 
by chronic appendicitis than by any other lesion 
and if we can exclude tuberculosis and disease 
of the uterine appendages in women, it will go 
far to substantiate the diagnosis of appendicitis. 
The “24-hour appendix” is at least a definite 
fact and though it is probably true that many 
patients have this condition and never know it, 
if taken in connection with abdominal symp- 
toms, it is probably a sufficient reason for ad- 
vising removal of the appendix. 

But what shall we say when neither of these 
conditions exist and we are required to de- 
pend entirely upon the evidence of reflex dis- 
turbance? It is undoubtedly here that we shall 
most frequently be wrong and therefore it is to 
these cases that we should pay the greatest at- 
tention. There are those who hold that in the 
presence of reflex disturbance of digestion and 
with no contra-indication to operation from the 
presence of other organic disease, the appendix 
should be removed. To this doctrine I am un- 
able to assent as it appears to me certain to 
involve the removal of a large number of ap- 
pendices not only without benefit to the patient 
but with the production of definite harm. That 
the number of cases in which the appendix is 
removed without the relief of symptoms is large, 
anyone who sees a large number of patients for 
the purpose of diagnosis will not deny. Hardly 
a day passes in large surgical clinics that such 
patients do not present themselves and this 
is a condition which we should not, I think, re- 
gard with complacency or charge up to the 
profit and loss of abdominal surgery. 

Our willingness to remove the appendix un- 
der these conditions has been considerably 
stimulated by the expressed opinions of emin- 
ent surgeons that the removal of the appendix 
was at least unobjectionable. In a word, it is 
assumed that an abdominal operation involving 
removal of the appendix is wholly free from 
consequences. ‘To this doctrine I must take 
exception since it does not fit with my experi- 
ence. Let me recall to your minds what I be- 
lieve to be a sound observation, that recovery 
after a simple appendectomy is with many pa- 
tients a far slower process than after an oper- 
ation of equal severity confined to the surface 
of the body. We have most of us seen patients 
who after this apparently trivial operation have 
been slow to get back their strength and work- 
ing capacity. This evidence it does not seem to 
me should lightly be cast aside and I firmly 
believe that no abdominal operation should be 
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regarded as trivial and that it may always be 
the starting point of a train of symptoms dif- 
ficult or impossible allay. There is one group 
of patients in particular upon whom abdominal 
operations are commonly. done without benefit 
and generally with definite harm. I -refer to 
the so-called neurasthenics, those painful peo- 
ple whose discomforts cannot be matched with 
known organic lesion and who are. often at 
least examples of physical protest against the 
conditions under which they are attempting 
to live. To them an unnecessary abdominal 
operation is a real catastrophe since it definite- 
ly confirms them in their subconscious view of 
the physical reality of their complaints and 
immensely complicates if it does not actually 
wreck the chance of future well-being. 


If it be the first commandment of surgery 
that thou shalt do thy patient no harm, we are 
certainly required to proceed here with the ut- 
most caution. But this runs directly counter 
to the doctrine of harmlessness of abdominal 
operations and one cannot accept both views. 
A somewhat kindred doctrine to the effect that 
abdominal surgery is in fact a study of clinical 
pathology must also bear some part of the 
blame for this, to my mind, unfortunate situa- 
tion. That much knowledge of pathological 
conditions within the abdomen has been gained 
in the course of operation undertaken under 
a doubtful or mistaken diagnosis, is undoubt- 
edly true but from this it does not follow that 
our interest in abdominal pathology justifies 
abdominal operations. 

The corollary to this same doctrine of the 
study of clinical pathology is the doctrine of 
free abdominal incisions. No one will deny 
that incisions sufficiently free to enable the 
surgeon to do his work without important 
handicap are indicated but it does not appear 
to me to be true that long incisions leading to 
wide-spread search for doubtful or mythica! 
lesions are free from objection. More nearly 
do I believe that the longer the incision and 
the more searching the exploration, the great- 
er the damage if no lesion, the removal of which 
results in cure can be found. Too often has 
this doctrine been used to justify careless 
diagnosis, insufficient study and even utter dis- 
regard of the rights of the patient in the eager- 
ness of the surgeon to obtain first-hand knowl- 
edge of the conditions within the abdomen. 
Such procedures are not surgry but an improper 
invasion of the rights of the patient and would 
certainly react unfavorably upon the profession 
were they generally known. They are nothing 
more or less than a prostitution of surgery and 
yet their occurrence is not rare. 
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Let me sum up the burden of my song brief- 
ly. The patient with vague abdominal pain 
and reflex intestinal disturbance which might 
be produced by chronic appendicitis is entitled 
to have the evidence carefully sifted. He is 
entitled to be assured not only that his symp- 
toms might be produced by appendicitis but 
that no evidence can be obtained to show that 
they can in fact be produced by anything else. 
When we advise patients that their appendix 
should be removed, they are entitled to the 
assurance that we have studied the other pos- 
sible causes of their difficulty and excluded 
them as far as possible. They are entitled to a 
decent respect for the privacy and integrity 
of their abdomen and to be shielded against 
the sort of exploration which is, in fact, nothing 
more than idle curiosity. If long incisions are 
to be made, they must be justified by the re- 
sults and failure to show justification must be 
regarded as a definite error in judgment. If 
we expect and demand the confidence of our pa- 
tients, we must do more to justify it. _ 


DISCUSSION. 


Dr. H. J. Vandenberg, Grand Rapids: I think 
this is a very important subject because there is 
so very much to it. Most of these cases, as Dr. 
Cabot said, which have pain in the right side, are 
regarded as appendicitis, and often operated, when 
they are really cases of neuroses. If the history 
does not sound right, if it does not ring like an 
appendicitis, which I think one can very soon 
know, if that patient had attacks of general ab- 
dominal pain lacalizing in the right side with 
nausea, you will have to look out. If it does 
not sound right, I think you should look for 
other signs of neurosis that come before pain in 
the right side. I believe the way to go after 
the neurosis side of the question is to find: out 
if the patient has pain in the right side, stomach 
distress, headache, backache, etc. Personally I 
do not believe that the X-ray helps a great deal 
in these cases. If the X-ray shows there is a 
kink in the appendix or that it does not drain 
well, we are not going to operate on that infor- 
mation alone. I think we have to sum up the 
case on all sides before we operate. There are 
many cases operated, the appendix removed, and 
the neuroses made worse than before operation; 
then operated for adhesions, for stone in the 
gall-bladder, stone in the kidney, etc. I think 
the matter of neuroses in medicine and surgery, 
particularly in surgery, should be better under- 
stood by every one. I think that is responsible 
for more poor surgery than anything else and 
yet it is not at all well understood. 


Dr, F. C. Kinsey, Grand Rapids: I think we 


are all indebted to Dr. Cabot for his drawing 
our attention to the difficulty of diagnosis in this 
large group of cases eomplaining of symptoms 
which may be indefinitely described as appen- 
‘Heitis. 
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I think it is entirely a matter of diag- 
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nosis. I have heard it stated by good men that 
there is no such thing as chronic appendicitis. 
Of course, that is largely a matter of definition. 
Certainly all of us have operated on cases in 
which we discovered such a condition of the 
appendix that we could not tell that there had 
been pathology there for a long time. 

I do not exactly agree with Dr. Cabot in the 
matter of incision. I think the time to be cau- 
tious is before operation. I do not believe we 
should operate on a case if we have more than 
a suspicion that it is a neurosis case. If we do 
operate, I think we should make the incision suf- 
ficient to make a thorough exploration. 


Dr. Daniel N. Eisendrath, Chicago: I suppose 
you may think I am sort of a crank because I 
see through the spectacles of the kidney. I am 
going to call attention to cases I have operated, 
my own and those of others, where the appendix 
was taken out and the patients were no better, 
because the diagnosis was made in a hurry. As 
Dr. Cabot, said, do not make a diagnosis of uret- 
eral stricture or ureteral calculus. I will not 
deny that a patient can have both. I have re- 
moved a gangrenous appendix and six months 
later because of persistent symptoms removed a 
calculus in the ureter. If I have today or tomor- 
row a case of appendicitis that is doubtful, I am 
in no hurry to operate. 


I do not take any stock, as Dr. Vandenberg 
said, in X-rays of the appendix| I do not care 
what the radiographer says. I think we should 
make a complete X-ray examination of the entire 
alimentary tract to find out whether there is 
anything in the alimentary tract besides the ap- 
Secondly, a man should have an X- 
ray of the urinary tract and have the urine care- 
fully examined. You have no idea unless you 
are in a city and see cases from all parts of the 
country, of the number of cases that have been 
operated for appendicitis and the kidney condi- 
tion overlooked. 


About the incision. When I was in the army 
we had an officer who had been operated for 
appendicitis and we had to give him a certificate 
of disability because the entire right side of the 
abdomen bulged out. I prefer at the present 
time, if I have a suspicion of trouble in the up- 
per right half of the abdomen, to make two in- 
cisions. I may be criticied. I can make a better 
exploration and I do not injure the abdominal 
wall. I make one incision so as to examine the 
duodenum, stomach and gall-bladder. In that 
way I do not have to turn a corner to see what 
is in the stomach, as some men do when they 
are three inches from it. You cannot palpate 
from a distance. Second is the incision to take 
out the appendix. I prefer a McBurney muscle- 
splitting incision. You can enlarge it by the 
Weir modification. I prefer that to one large 
incision which starts from the costal arch and 
goes to the pubes or to the inguinal fold. 

One thing Dr. Cabot said which I endorse fully 
was that you must not think when you operate 
on a chronic appendix and take it out it is not 
going to be any harm to the patient. In both 
hospitals with which I am connected we have a 
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number of foreigners who come back after the 
appendix has been removed and why. Because 
you cannot open the abdomen in a certain num- 
ber of patients without having any number of 
adhesions. You can operate on seven patients 
out of ten and when you open up the second 
time you find everything as smooth as possible. 
In the other three it takes a half hour before 
you can get your bearings. That is why you 
cannot look at this without some calm delibera- 
tion. 

There is another thing on which I wish to 
differ from Dr. Cabot. He does not call an 
obliterative appendix pathologic. I may have 
to change my views. I always thought when 
we had an obliterative appendix that gradually 
closed its lumen that that was evidence of a 
chronic appendicitis. 

Dr. W. J. Cassidy, Detroit: It seems to me that 
the diagnosis of these intra-abdominal condi- 
tions depends on the surgeon, whether you have 
a radical or a conservative surgeon. A radical 
surgeon will see every case of pain on the right 
side as an appendicitis whether the patient’s 
bowels have moved every day or every three 
days. This condition is usually cured by a regu- 
lation of diet and a regulation of catharsis. The 
other type of patient is the one who is neurotic. 
He complains of pain on the right side. What 
happens? At the first indication of pain the ap- 
pendix is removed. He feels a little better for a 
few weeks because of the rest. Then he comes 
back with something else and is told that he 
should consult Dr. So and So, and then he is 
sent from pillar to post and the result is that the 
patient falls into the neurologist’s hands, who 
cures the neurasthenia. That is the condition we 
should be on the lookout for today. There are 
too many abdomens opened every day. There 
are too many men who operate without making 
a diagnosis. Many patients, as Dr. Eisendrath 
said, have the appendix removed for a kidney 
lesion. How many times do you see the appen- 
dix removed for a beginning pneumonia or a 
diaphragmatic pleurisy? How many of these 
patients are traveling from doctor to doctor 
without relief? A number of them have spinal 
conditions, such as tuberculosis. All these con- 
ditions have been mistaken because the patients 
have not been examined. Unless the profession 
changes its tactics we are going to get into deep- 
er waters every day. Christian Science and other 
cults are the result of doctors not examining 
patients the way they should. 

Dr. Hugh Cabot, Ann Arbor (closing): I want 
to make it perfectly clear that I am not the least 
concerned with medicalism or conservatism. 
Gibson, of New York, says in a recent paper 
that first-class hospital operations for chronic 
appendicitis are wrong in 30 per cent of the 
I am by no means sure that my own 


cases. 
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record is any better. We do not follow our pa- 
tients. We take out the appendix and lose sight 
of the patients in too many cases before we have 
a just opinion of the result. We should appar- 
ently object to being told that we could not 
make a diagnosis in a condition as common as 
this in more than 2 per cent of the cases and yet 
we are prepared to operate. It is not simply 
you and I. This goes over the world. 

In order to find out if physicians who have 
had abdominal operations believe in all this ab- 
dominal surgery, I have been cross-questioning 
doctors for over fifteen years about abdominal 
operations done on themselves. I find that they 
have much less enthusiasm than for those done 
on the other fellow. I think the situation is 
serious. If we do not call to account, we will 
be called to account, based on the opinion that 
we do not guess right more than two-thirds of 
the time. It is clear because we are guessing 
more than two-thirds of the time. 

I am glad of Dr. Eisendrath’s support in re- 
gard to the long incision. We forget that we 
cannot make a long incision in the abdomen, 
except in the midline, without injuring some 
nerve supply. It is entirely possible to take out 
the appendix, if that is the thing we are con- 
cerned with, through a very small incision. It 
is my belief that it is better to make such an 
incision, examine the appendix, and if satisfied 
that it cannot be made to account for the condi- 
tion, do what Dr. Eisendrath suggests, frankly 
admit we are wrong, and make another incision, 
so as to avoid cutting the nerve supply, in the 
upper right quadrant. I believe that that will 
make us more careful in diagnosis. I think it is 
safer for us to admit our mistakes than to have 
the country plastered with people who are monu- 
ments to bad surgery. 





DIAGNOSIS OF HYPERTHYROIDISM.* 


Cottins H. Jounstron, M.D., F.A.C.P. 
GRAND RAPIDS, MICH. 


Dr. Charles Mayo recently stated that there 
are perhaps more mistakes made in diagnosing 
exophthalmic goiter than any other condition, 
and I am‘sure we have all at times found the 
diagnosis of borderline cases by ordinary 
clinical methods almost an impossibility. 

The symptoms of a well marked case are un- 
mistakable. The presence of tachycardia, thy- 
roid enlargement, fine tremor of the hands, eye 
signs such as staring expression, lagging lids 
and poor convergence, with increase in systolic 
blood pressure, justify a diagnosis of toxic 
goiter or hyperthyroidism. But, any one of 


*Read before Section on General Medicine, M.S.M.S., 
Kalamazoo, May, 1920. 
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these cardinal symptoms may be absent. Ex- 
ophthalmus is found usually only in advanced 
cases. It may be unilateral and vary greatly 


at different times in the same individual, being 


at times scarcely noticeable. 

Enlargement of the thyroid is not invariably 
present nor does the severity of the symptoms 
bear any definite relationship to its size. In- 
deed the symptoms are often severest where 
the thyroid is small or not palpable at all, while 
slight or atypical symptoms may be associated 
with goiters of considerable size. 

Tachycardia is one of the earliest as with as 
the most important and constant of the four 
cardinal symptoms, the pulse rate varying from 
80 to 160 beats per minute, more rarely it may 
run as high as 200. A pulse persistently over 
95 while the patient is in bed is suggestive of 
this condition. Tachycardia with slight en- 
largement of the heart and a systolic murmer 
at the apex may be the only things found on 
physical examination. On the other hand a low 
pulse rate does not necessarily rule out hyper- 
thyroidism as it is occasionally found in very 
mild types of the disease. 

The fourth cardinal symptom is tremor. It 
is usually fine and may be manifest only in 
the fingers. It is rapid and rhythmic in char- 
acter, occurring 8 to 10 times per second. It 
should not be confused with the tremor of al- 
coholism or tobacco poisoning which it may re- 
semble. More rarely the tremor may be coarse 
in character arid amount to an actual shaking 
of the limbs or even of the head and body, 
simulating early paralysis agitans. Tremor is 
present in the majority of cases, but may dis- 
appear and reappear from time to time. 

The systolic blood pressure is usually in- 
creased, having been above 140 in 51 of 100 
cases studied at Jefferson Barracks, Mo., during 
the late war. Yet it may be low; and in the most 


severe case I have tested out the systolic 


pressure was 106 and the diastolic 50. 


It is the differential diagnosis of borderline 
cases and the determination of the toxicity of 
a goiter in some cases which is frequently dif- 
ficult. The symptoms of thyrotoxicosis may 
be intermittent. Many patients give a history 
of repeated nervous breakdowns with mild 
symptoms such as tachycardia, nervousness and 
a tendency to unusual sweating. These periods 
of hyperthyroidism may be followed by long 
intervals of quiescence. More severe symptoms 
may not appear until months or years later or 
not at all. Many of these patients may live in 
comparative comfort and are not incapacitated 
by their hyperthyroidism. There are also 
many patients who suffer from mental or nerv- 
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ous or circulatory disturbances which are diag- 
nosed as psychasthenia, psychoneurosis, hysteria 
or neurasthenia, and who are treated for these 
conditions in sanatoria or rest cures, when in 
reality they are suffering from toxic goiter. 
On the other hand any of the prominent 
symptoms of hyperthyroidism such as palpita- 
tion of the heart, nervousness, shortness of 
breath and a general feeling of exhaustion on 
exercise, precordial pain, a tendency to per- 
spiration, hot flushes of the face and hands, 
all of which symptoms are exaggerated by 
physical strain and excitement, may be found 
in cases of neurocirculatory asthenia. 

The writer has also occasionally found 
it difficult to differentiate between hyper- 
thyroidism and incipient tuberculosis. It 
frequently happens that a _ patient has 
fatigue, asthenia, loss of weight and strength, 
nervousness, tachycardia, vasomotor, instability 
and slight elevation of temperature which makes 
one suspicious of tuberculosis, but physical 
signs, laboratory and x-ray findings are insuf- 
ficient for a positive diagnosis. 

One of my patients with an enlarged thyroid 
had a definite pulmonary lesion and underwent 
a prolonged course of treatment sufficient to 
have arrested her tuberculosis; but a rapid 
pulse, fatigue and slight elevation of tempera- 
ture continued. With the aid of the adrenalin 
test I determined these symptoms were due 
to thyrotoxicosis. Six x-ray treatments of the 
thyroid and thymus glands caused them to dis- 
appear. 

A year ago I found both pulmonary tuber- 
culosis and toxic goiter in two cases. Without 
the aid of one of the newer tests, a definite 
determination of this. would have been im- 
possible. Both had definite enlargement of the 
thyroid, nervous symptoms common to both 
diseases and distinct physical signs of tuber- 
culosis. Both cases reacted to the Adrenalin 
test. From one I removed 20 ounces of a serous 
pleural effusion at one time, and 12 ounces 
a week later; but because the patients were un- 
usually well nourished, with a tendency to 
obesity, hypothyroidism had been diagnosed 
and thyroid extract given. Under the usual 
treatment of rest, etc., the tuberculosis has 
been arrested and six X-ray treatments of 
the thyroid and thymus glands have cured the 
hyperthyroidism in each case. 


It is seen therefore that there is an urgent 
need for something besides the usual subjective 
sensations and clinical manifestations to en- 
able us to make an early and accurate diagnosis 
of hyperthyroidism in many cases. 

Two recently proposed tests are now being 
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widely used for this purpose. One, the deter- 
mination of the basal metabolism. ‘Two, the 
Adrenalin test. Mec Carrison says that “the 
presence of a goiter with tachycardia alone, or 
with tremor alone is not sufficient warrant for 
the diagnosis of Graves Disease in the absence 
of other signs of sympathetic or metabolic dis- 
orders, yet there is abundant evidence in the 
literature that such cases frequently come to 
operation.” With an apparatus devised by 
Benedict and put out by the Sanborn Instru- 
ment Co., Boston, the normal heat production 
or basal metabolism of each individual can be 
accurately determined. 

In several diseases,such as pernicious anaemia 


acidosis and leukemia, the production of heat is 
greatly increased without a corresponding in- 
crease in bodily temperature. By far the great- 
est increase is found in Graves Disease, at 
times amounting to 100% above normal. This 
has been found to be so constant that the deter- 
mination of the basal metabolism is thought by 
many clinicians to be an important index of 
toxicity in hyperthyroidism and a reliable and 
accurate method of differentiating it from all 
other conditions. It is probably safe to say that 
a marked increase indicates over action of the 
thyroid gland, other possible causes beng ex- 
cluded. But the reports of cases by Means, 
Peabody and others seem to show that the 
metabolism level does not always vary with the 
symptoms and signs of thyrotoxicosis, and that 
cases of undoubted hyperthyroidism may have 
a low basal metabolism. Moreover Woodbury 
has shown that when many cases of hyperthy- 
‘roidism are subjected to a rest cure the basal 
metabolism becomes normal. Hence a low or 
normal metabolic level does not necessarily 
exclude Graves Disease. While therefore this 
test can not be considered a specific one, all ob- 
servers agree that it is of great assistance in 
differentiating toxic from non-toxic goiters, as 
well as in distinguishing between true hyper- 
thyroidism and cases of neurasthenia, neuro- 
circulatory asthenia and other allied conditions. 
Means, McCaskey and others have pointed 
out that metabolic determinations are of great 
value also in enabling us to intelligently follow 
the progress of a case of thyrotoxicosis whether 
treatment be medical, X-ray or surgical. Means 
maintains that the metabolic curve, pulse curve 
and weight curve are as important in toxic 
goiter as the temperaturé, pulse and respiration 
curves are in pneumonia. He-has- also shown 
that the metabolic level is of great value to the 
surgeon. He divides cases of hyperthyroid- 
ism into two groups. First, those with extreme 
tachycardia and a moderate metabolic level. 
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Second, those with moderate tachycardia and 
extreme metabolic elevation. Patients in group 
one do equally well with x-ray or surgery alone, 
or with surgery preceded by X-ray. In 
group two, surgery alone gives poor results; 
the x-ray alone may cure, but the x-ray followed 
by surgery may be necessary in the most severe 
cases. It follows therefore that every physician 
or surgeon treating cases of hyperthyroidism 
should have at his command the proper equip- 
ment for making basal metabolic determina- 
tions. 

The Adrenalin test for hyperthyroidism has 
been largely worked out by Goetsch, who after 
an experience of five years believes it to be re- 
liable in perhaps 95% of cases. It is made as 
follows: 


The patient lies quietly at least an hour, 
while observations are being made on the sys- 
tolic and diastolic blood pressure, pulse and res- 
piration rate. Notes are also made on the pres- 
ence and degree of tremor, sweating, pulsa- 
tion of vessels, nervousness, etc., etc. When the 
blood pressure, pulse and respiration rates are 
found to be constant for several observations 
made at five minute intervals, an injection of 
1/2 C. C. of 1:1000 solution of adrenalin is 
made into the deltoid muscle. Records are then 
taken of the systolic and diastolic blood pressure, 
pulse and respiration rates every two minutes 
for ten minutes, then every five minutes for one 
hour, and then every ten minutes for half an 
hour. At the same time any changes in symp- 
toms or the appearance of new ones is noted. 

A positive reaction consists in the produc- 
tion of a rise in the systolic blood pressure or 
of the pulse rate of ten or fifteen points, ac- 
companied by the production of rather typical 
symptoms, such as flushing, sweating, increased 
vascular pulsation, increased tremor of the 


_ hands and often of the arms, restlessness, and 


more or less marked general nervousness. The 
blood pressure may rise 30 or 40 ponts in 
marked cases, and the tendency of the pulse is 
to follow the systolic pressure. At the same 
time the diastolic pressure drops. Respiration 
usually increases in depth but not in rate. A 
moderate rise of blood pressure or pulse rate 
alone, without characteristic increase in symp- 
toms, is not regarded as constituting a positive 
reaction. Slight symptoms may appear in many 


‘instances in which a definite reaction is not 


obtained, and it takes a little experience with 
positive and negative results to be able to dif- 
ferentiate between the two. Goetsch states that 
in border line cases it is not uncommon to find 
a greater degree of increase on the part of either 
the pulse or blood pressure in one case, in an- 
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other on the part of the subjective symptoms 
and signs. In order to be sure a test is posi- 
tive it is not necessary to have a marked increase 
in every expression of the test no more than 
it is necessary to find every sign and symptom 
present in order to make a clinical diagnosis of 
hyperthyroidism. In such a complex syndrome 
as this, one must be content to find a majority 
of the signs and symptoms present. ‘lo my 
mind, he writes me, the disease itself renders 
certain structures more sensitive to adrenalin 
than others. The reaction usually begins about 
twelve minutes after the injection of the ad- 
renalin, reaches its climax on the average in 
thirty-two minutes and is finished in a little 
over an hour. 

But it occasionally happens that the sec- 
ondary rise is greater than the early prelimin- 
ary one, the latter being most marked in about 
15 minutes, whereas the former is seen more 
commonly at the end of three quarters of an 
hour to an hour. The adrenalin test is now 
being extensively used by many clinicians and 
laboratory workers, most of whom consider it 
of great value in the diagnosis of hyperthyroid- 
ism. Crile writes me “We have made hundreds of 
observations at the Lakeside Hospital both with 
the basal metabolism test and with the adrenalin 
sensitization test, and on the whole we place a 
little more reliance upon the adrenalin test. 
However, these two tests make a very good com- 
bination when used together.” 


A few criticisms of the test have recently 
appeared, especially by exponents of the meta- 
bolic test who maintain that a positive reaction 
is of no value unless the basal metabolism test 
ig also positive, overlooking the fact, as prev- 
iously stated, that the metabolic level has been 
found low or absolutely normal in undoubted 
cases of hyperthyroidism. Goetsch has also 
shown that the adrenalin test may be positive 
even in the quiescent phase of the disease, and in 
this particular the adrenalin test is of greater 
diagnostic value than the metabolic test. If 
dependence is placed on the metabolic test only, 
such cases would fail to receive the x-ray or 
surgical attention necessary for a cure. An 
interesting article by Miss Sandiford of the 
Mayo Clinic was published in the April Journal 
of Physiology, in which she stated that there 
is no relationship between the character of the 
adrenalin reaction and the degree of activity 
of the thyroid gland. Goetsch absolutely dis- 
agrees with this conclusion “except in a certain 
group of cases of hyperthyroidism which have 
a rather high degree of toxicity and in whom 
the tissues upon which the reaction depends 
have been so fatigued or damaged by the in- 
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toxication that they are unable to respond to 
the adrenalin as they otherwise would if these 
This holds 
true of the reaction to drugs of any tissue in 
the body. In these cases an apparent clinical’ 
activity of the thyroid may be far in excess of 
the reaction to the adrenalin. But one would 
not need the adrenalin test to make a diagnosis 
in such very evident cases. It is only in the mild 
or moderate degrees of thyroid intoxication that 
we may need such assistance.” 

It has also been found by Goetsch and a num- 
ber of others that the adrenalin test may be 
mildly positive in a small group of patients 
with unstable vegetative nervous systems, which 
for want of a better term we classify as effort 
syndrome or neurocirculatory asthenia. But 
as Goetsch says, in these cases the symptoms 
often run back to childhood. Such patients 
frequently state they have never been well and 
often have a neurotic family history. They do 
not have invariably the distinct clearcut history 
of most hyperthyroidism individuals, and a 
careful history and physical examination will 
usually enable us to make the differential diag- 
nosis. 

CONCLUSIONS. 

1. The basal metabolism test is of great 
value in the diagnosis of hyperthyroidism. 

2. In the management of hyperthyroidism 
determination of the basal metabolism is as 
necessary as is the estimation of the amount 
of sugar in a case of diabetes. 

3. A negative adrenalin test excludes hyper- 
thyroidism. 

4. A definitely positive adrenalin test means 
hyperthyroidism in all but a small percentage 
of cases. 

5. The adrenalin test is always positive in 
true hyperthyroidism. 


DISCUSSION, 

Dr. M. A. Mortensen, Battle Creek: I have 
been very much interested in the question of 
hyperthyroidism for a number of years. I think 
that all of us will recognize the fact that hyper- 
thyroidism is probably more prevalent the last 
two or three years than it was previously. But 
it seems to me that the probability is that the 
severe upper respiratory tract infections to which 
the country has been subjected the last two seas- 
ons is possibly a factor in bringing about these 
conditions. 

As to differential diagnosis, I consider that a 
very important problem and one that every one 
should give great consideration in dealing espec- 


ially with the border line cases. Personally, I 
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am not very familiar with the Goetsch test ex- 
cepting from the literature and I am not in a 
position to criticise the position as to whether 
that is an absolute test or not. 

Concerning the basal metabolism test, I would 
say this—there is danger of putting too great 
reliability on this test for the simple reason that 
we get cases in which we are suspicious of hyper- 
thyroidism; and, if we are so situated that we can 
have the basal metabolism estimate and we find 
that is considerably above normal, then we are 
prone to conclude immediately that this must be 
hyperthyroidism. We must remember, in deal- 
ing with basal metabolism, there are other things 
to be considered and should also remember the 
fact that there are many other conditions that, 
as far as we are able to determine, do have a plus 
metabolism that are not directly due to hyper- 
thyroid disturbance. 

I have had some very interesting experiences 
in cases where you would expect just the oppo- 
site when it comes to the basal metabolism. For 
instance, the question of pernicious anemia. We 
would think from the general physiology, at least 
at first thought, that the majority of the people 
would have a low metabolism rather than a high 
metabolism; where, as a matter of fact, we find 
them ranging from minus five or ten up to plus 
I recently had a patient 
Red tells, 
In this case his metabolism 


thirty and even more. 
who had a decided polycythemia. 
about eight million. 
was in the neighborhood of plus thirty. And so 
on through the line. The metabolism in itself 
must not be recognized as a positive test but 
we must have the clinical findings of hyperthy- 
roidism in addition to the increased metabolism. 

For instance, the patient that has been under 
an unusual nervous strain, what we are pleased 
to term neurasthenia or nervous exhaustion. 
Many of these cases will show a plus metabolism 
of twenty-five and thirty-five per cent. In these 
cases we must consider that the increased muscle 
tonus or the tension these people are under is 
not the factor that is causing the plus meta- 
bolism. 

I have seen this happen in this type of cases, 
that the first time they have the test they are 
anxious as to what the result is going to be. 
It is a new proposition to them. They are ona 
nervous tension and we get increased metabolism 
of say thirty or thirty-five per cent. Two days 
later, put them through the test again, and it has 
dropped. Three or four days later, it drops still 
They get accustomed to the test and 


then you get the actual metabolism under their 
normal conditions. 


farther. 
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And so we must be careful in these cases of 
not relying absolutely on any laboratory test, in 
my opinion; but must take into consideration 
a. history of physical findings and the general 
makeup of the clinical picture in order to come 
to proper conclusions. 

Dr. Hugo A. Freund, Detroit: Dr. Johnston’s 
paper indeed brings up a very timely subject, 
in that it brings to our consideration now the 
evaluation of two tests which have appeared 
within the past few years. I think many. of us 
are very prone to place a great deal of reliance 
upon a new test when it comes and accentuate its 
value in our minds when, after all, we should 
consider some of the basic things that are con- 
cerned in the disease that we are studying. 

For the past ten months I have been interested 
in basal calorimetry. It is used in my office 
quite extensively on all suspicious thyroid cases 
and also to check, as it were, those cases of 
hyperthyroidism in which we were instituting a 
definite course of treatment. 

Now, it has been my experience in not a very 
large series—something close to fifty now—that 
the Benedict calorimeter, after all, is a very 
definite check on hyperthyroidism. ’ 

I cannot quite agree with some of the conclu- 

sions of Dr. Johnston in that the Goetsch test, 
which I have used alongside of it in many in- 
stances, has not been so reliable. I find that a 
neurotic and that an individual suffering from a 
chronic illness other than hyperthyroidism at 
times responds to the Goetsch test where the 
metabolism is quite normal. 
I can also say that there is certain danger in the 
Goetsch test in certain individuals. Particularly 
is that so in the hypertensive cases associated 
with hyperthyroidism. 

We must bear in mind one of the first actions 
of adrenalin is to increase vascular tension. Hy- 
pertension is not an infrequent accompaning symp- 
tom of hyperthyroidism. Not infrequently have 
I seen some rather severe and even alarming 
symptoms arising from the administration of ten 
minims of adrenalin subcutaneously. 

I don’t think either can be carried on outside 
of a well equipped hospital or in an office where 
someone is making daily such tests. After all, 
they require the same individual to make tests 
so that. you have unanimity of observation and 
result. And, at the same time some one who 
takes into consideration the fact that after all 
instruments such as the Benedict are sources of 
frequent error. Benedict himself has pointed out 
that the normal metabolism which is around one 
hundred, can vary between ninety and one hun- 
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dred ten and be normal for an individual. Only 
after repeated tests should we place any reliance 
on the test. 


When we have determined we really have a 
condition which requires treatment I think we 
have in the calorimeter a distinct advance for the 
control and observation of such cases. In those 
we have had under observation for the longest 
period of time—say six or seven months—who, 
every two weeks, have had rest and some gen- 
eral treatment as might have been indicated in 
the case—we have seen a progressive lessening 
of the symptoms. I think the great advantage 
of the calorimeter has been in determining how 
great the improvement can be in individual cases. 
It has been my good fortune to see that in this 
period of time I have yet to see a case, with 
X-ray and proper treatment, that has not shown 
definite improvement. That has been the gen- 
eral experience of those working with it. That 
is the real value of the test. 


Dr. George B. Eusterman, Rochester, Minnesota: 
This work is largely done under the direction 
of my colleague, Dr. Plummer. 


I have been much interested in what Dr. John- 
ston said. I have been very much interested in. 
what Dr. Mortensen said in reference to the ob- 
servations he made in reference to basal metabo- 
lism. After all has been said and done, I agree 
in the main with what Dr. Freund said. He places 
a great deal of reliance on the study of basal 
metabolism. It is a good deal like urinalysis 
and temperature reading. 

Dr. Mortensen emphasized correlation of data, 
which after all, is the fundamental thing. A few 
things which helped me in recognizing hyperthy- 
roidism that probably have not been brought out 
or emphasized by Dr. Johnston. Under the usual 
aspect we get a syndrome which may be closely 
imitated by other conditions, particularly neu- 
rotic changes. If, in addition, we have bruit in 
the super thyroid vessels, a tremor, a fine tremor 
and not a coarse tremor, a peculiar fatigue of the 
muscles of the limbs so that when the patient 
tries, for instance, to step forward to the piano, 
he usually steps back again; and we have a dis- 
proportion in the systolic and diastolic blood 
pressure readings. As the disease progresses, 
there is a tendency for the systole to increase 
while the diastole goes down. A distinction or 
difference from the purely hypertensive types. 

Relative to the Goetsch test. I had the good 
fortune to attend the New York Academy of 
Medicine two months ago. It is to my regret I 
do not recall the name of the young man con- 
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nected with the Peter Bent Brigham Hospital 
with which Goetsch is connected and who was 
an associate of Geotsch, who has done a good 
deal of pioneer work. In this discussion, this 
young man brought out some of the fallacies and 
the conclusiveness of the Goetsch test. For- 
tunately, Goetsch was there and he could point 
out in a study of twenty-five indisputable cases— 
in which the pathology was checked up on the 
cases so that there was no mistake in diagnosis 
—there was failure to react entirely by the 
Goetsch test in five cases. Goetsch brought up 
the issue that the adrenalin was not fresh and 
some further reasons, but it was proven that the 
adrenalin was fresh.and was given under the 
proper procedure.’ 


So I have a feeling that probably the Goetsch 
test is an overvalued test. There are other 
reasons that can be brought out in this paper. 


One more point about the neuro circulatory 
disturbance. We have them in civil life but we 
did not recognize them before the war, as we do 
just now. One big difference between them and 
the hyperthyroid case is that they do not lose 
weight. When they rest and lie down their 
pulse rate becomes practically normal. 





A CASE OF PELLAGRA. 
Rosert C. Moenuiec, M.D., 


DETROIT, MICH. 


While pellagra is a very common disease in 
the Southern states only isolated cases are found 
in the North. The case here reported developed 
the skin changes late in the course of the dis- 
ease after exposure to the sun. 


Case Report: O. D., age 19 years, female; ad- 
mitted to Harper Hospital May 10, 1920. 
Entrance Complaints—1. Stomach trouble. 
2. Diarrhoea. 
Duration—1l. 2 years. 
2. 1 year. 
Family History— Unimportant. 
Social Histony—Single, born in Nashville, Tenn., 
coming to this city 4 years ago. 
Past History—Unimportant. 
Menstruation—Regular until 4 months ago, when 
it ceased. 


Present Illness—Began about 2 years ago with 
“cramps” in upper abdomen, coming on about 
four to five hours after meals. Coarse foods in 
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particular produced nausea and vomiting. No 
hematemesis at any time. The symptoms con- 
tinued for about a year with a gradual loss of 
weight. A year later she noticed that her bowel 
movements were becoming more frequent, moving 
about 5-6 times a day, had a very offensive odor 
and were of a watery consistency. No pain and 
no blood seen at any time. Her mother said that 
the girl had been more or less peculiar in her 
diet, being fond of cabbage, corn and hominy, 
but did not care for meat, eggs or milk. 

Physical Examination—Reveals a very emaciat- 
ed, anemic female, weight 67% pounds. Skin 
over face is drawn, giving her a much older ap- 
pearance. She answers questions intelligently. 

Head: No abnormalities. 

Scalp: Hair dry, comes out easily. 

Eyes: Negative, except for prominence due to 
emaciation. 

Teeth: Pyorrhea around lower central in- 
cisors; mouth hygiene fair. 

Throat: Negative. 


Neck: No enlarged throid or palpable cervical 
glands. 


Chest: Expansion equal. 
Breath sounds exaggerated due to emaciation. 
No rules or signs of active tuberculosis (Dr. H. 
M. Rich.) 

Heart: Normal size and sounds. 


Abdomen: Scaphoid. 
neys not palpable. No tenderness. 
Genitalia: Negative. 
Extremities: Negative. 
Reflexes: Normal. 
Blood Count: R. B. C. 3,384,000. 
W. B. C. 8,400. 
Hemoglobin 80%. 
Polys. 68%. 
Small 28%. 
Large 4%. 
Average Temperature: 


Ribs prominent. 


Liver, spleen and kid- 


99.6. Pulse: 120. 
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Wassermann: Negative. 
Stool Examination: No ameba. 


blood. 


No occult 


Gastro-Intestinal X-ray: “We cannot determ- 
ine the cause of the disturbed gastric motility.” 
(Dr. Hickey) 


Further Course of Disease—May 24, 1920: Pa- 
tient gained 4 pounds since admission, on a diet 
of milk, eggs and vegetables. 

Tune 10, 1920: Patient has gained 6 pounds 
since admission. Has been in sun every day. 
Receiving intestinal astringents and has had ten 
(10) Sodium cacodylate injections of 3 grs. each. 
Diet as above. During her stay at Hospital has 
often refused meals. On this day, after having 
been exposed to the sun for 3,unusually hot days 
the skin of her hands became reddened and blis- 
tered. This extended to the sleeves of her gown. 
At her request she was discharged from the hos- 
pital. 

Two weeks later she was seen at home. She 
complained of severe abdominal pains and diar- 
rhea, which was becoming worse, the bowels 
moving 10-12 times a day. Opiates were neces- 
sary for the pain. She lay in a stupor, refused 
to eat and was failing rapidly. Her legs were 
edematous. The skin of her hands was peeling 
off, leaving erythematous areas. Her blood pres- 
sure was: Systolic 92; Diastolic 72. Her tongue 
was swollen and showed a true glossitis. She 
became delirious and kept repeating words and 
phrases which rhymed. The blood nitrogen at 
this time was 35 mgs. per 100 cc. Dr. J. B. 
Rieger reported an acidosis condition, using his 
alkalimetry method. The patient lapsed into 
coma and died July 16, 1920. Unfortunately no 
postmortem was obtained. 


Diarrhea continues. 


The case illustrates the production of pellagra 
dermatitis after exposure to the sun’s rays and 
a peculiarity in diet. 








The attention of our readers is invited to the 
brief article on “Adrenalin in Medicine” which 
will be found in the advertising section of the cur- 
rent number of this journal. While, obviously, 
this space is purchased for advertising purposes 
by Messrs. Parke, Davis & Company, it has been 
put to a novel use by the publication therein of a 
scientific essay of unusual merit in which a vex- 
atious problem is discussed. 

Whatever intelligence the future has in store 
on the pathology of asthma, the present state of 
our knowledge justifies the use of any dependable 
therapeutic measure for the relief of the acute 


paroxysm. Morphine is objectionable for rea- 
sons that are generally accepted. Per contra, Ad- 
renalin does not narcotize the patient. It affords 
him almost instant relief, with no disagreeable 
sequela to mar the effect. To quote from the 
announcement under consideration, “Adrenalin is 
the best emergency remedy for the treatment of 
the asthmatic paroxysm at the command of the 
physician.” 

Two to ten minims of the 1:1000 solution are 
injected subcutaneously or into a muscle, relief 
usually following in a few moments. 
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INCREASED DUES. 


The House 


increased our 


of Delegates, at its last session, 
membership dues to Five Dol- 
lars per year. Secretaries are reminded of this 
action and we are calling attention to it again 
so that when you collect your 1921 dues there 
be no error. 





PUBLIC HEALTH. 


In the last number of “Public Health” which 
is gotten out by the Michigan Department of 
Health, there appears an article, entitled “Let 
Michigan Lead in Health.” 


The following table shows Michigan’s posi- 
tion in 1918 among 30 states in preventing 
deaths from contagious diseases: 


30th in preventing diphtheria............ 685 deaths 
26th in preventing scarlet fever........ 178 deaths 
20th in preventing small pox............ 16 deaths 
17th in preventing typhoid fever........ 332 deaths 
16th in preventing whooping cough....492 deaths 
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14th in preventing measles................ 252 deaths 
21st in preventing ‘the above six....1955 deaths 
9th in preventing tuberculosis......3567 deaths 
11th preventing the seven diseases5552 deaths 

In reading these rankings, it should be re- 
membered that the census comparisons are of 
deaths, not of cases, of preventable communi- 
cable diseases. It is true that it is the case 
rather than the death which is discreditable 
to modern civilization. However this ranking 
by preventable deaths is the best index we now 
have.. 

If Michigan had earned first place or had 
equalled the first place winner in fighting each 
disease, lives would have been saved about as 
follows: 





NI ROS wikis nciniciinetinnnedles 100 
hs ON Ree eR Cee me 16 
ee es Gai ace ee 200 
| ee oe Re ee er E 169 
Wren CN oe ie 350 
III srt tae CA oes ee 570 
| ene ADI LA ca Dr) 500 
SN GINO ii is ee ad 2005 


The funeral bills alone for these 2000 deaths 
in excess of best rates are several times the 
total cost of Michigan’s preventive health work, 
not to mention the cost of the excess prevent- , 
able sickness these fatal cases represent. 

After these tables had been compiled, Com- 
missioner Olin called a conference of bureau 
heads, showed them Michigan’s ranking and 
stated, “I want you all to take a good look at 
this unenviable record and see to it that each 
of you helps cut down the preventable diseases 
until Michigan leads.” 

We do not believe that “taking a look” at 
these figures will improve conditions. Neither 
can it be expected that steps to reduce the num- 
ber of these diseases will be successful if in- 
dividuals or scattered groups of individuals in 
various parts of the state determine upon and 
institute varied methods for combating these 
incidents of disease. What is needed is a state- 
wide movement, definite methods—in brief a 
uniform campaign of action. We suggest that - 
in “asking us to look,” that the Commissioner 
of Health should not stop there and compla- 
cently expect results. We want a plan that is 
state-wide in its scope. 
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Our Membership Drive 


As previously announced our House of Delegates has directed that each 
County Society conduct a membership drive during the month of October for 
the purpose of securing as members for our County and State Society those 
men who remain unaffiliated as members but who are eligible for membership. 
The purpose being to cause our state organization to be composed of all the 
eligible doctors in Michigan—a real one hundred percent state society. 


The only bars preventing membership are: A man unlicensed to practice, 
advertising inmorality, unprofessional conduct and practices, association with 
faking institutions and abortionists. | 


Members of all recognized schools of practice are eligible. 


The purpose, further, is to bring into close, effective organizational rela- 
tionship every reputable physician in Michigan, By so doing to perfect our or- 
ganization, to adopt such policies, to engage in such organized efforts as will 
elevate our standing, conserve our interests, enhance our efficiency, and cause 
our being recognized in our expressions and demands in regard to health legis- 
lation. To bring about such conditions as will create a better understanding 
as to the direction and scope of our work by the people as a whole and thus 
cause them to realize as well as recognize that we are potent, essential factors 
in the communal and industrial movements undertaken in our state and there- 
by accord us the recognition to which we are justly entitled. Finally, but not 


least, to elevate ourselves so that individually and collectively we become more 
proficient in our work, 


To attain these ends, the House of Delegates, directed that each county 
society take such steps as will best secure a complete canvass of their localities 
to ascertain who there are among them who are eligible but still are non-mem- 


bers. Having thus compiled such a list, to then arrange that these men be in- 
terviewed and their applications solicited, 


The dues for the remainder of our 1920 society year is remitted. State 
dues of $5.00 for 1921 should be collected. Upon receipt of state dues, The 


Journal for the remainder of 1920 will be sent them free and continued through 
1921, BL kstdiedh adh die ih ith dine Aen 


County Society officers are requested to see that such a drive is conducted 
in their district during the month of October. 


Individual members are urged to participate and assist in securing appli- 
cations from non-members. Approach every doctor you know, who is not a 
member, ask him why he is not a member. and don’t leave him until you have 
answered his reasons, and secured his application. 


In this drive, above all, don’t let a petty reason or dislike, dissuade you 
from inviting an eligible man. Be broad-minded and open-hearted. As fellow 
members you will get along vastly better, if you have had past differences. 


The success of this drive depends upon your co-operation and effort. Have 
pride enough to cause your county to be listed in the one hundred percent 
class. Contribute the necessary time to accomplish such a result. 


This Drive must be a success. Other states are watching our results. So 
let’s go to it and put it over. Are you ready? Well, “Let’s Go.” 
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HOSPITAL STANDARDIZATION. 


There is no denying that the minimum 
standard adopted by the American College of 
Surgeons for hospital administration and. ef- 
ficiency is a fair, just and timely requirement. 
This standard demands the making and keep- 
ing of accurate case histories, progress notes, 
admittance and final diagnosis, laboratory work 
and a monthly analysis of these records and the 
work done. In addition consultations and the 
holding of autopsies are urged. Then too there 
is the important requirement that the hospital 
trustees, the staff and visiting physicians go 
on record as against the secret division of fees 
and that they withhold the privileges and serv- 
ices of the hospital from those who engage in 
this practice. It is also demanded that at least 
monthly. meetings of the staff be held to discuss 
the work that is being done and to analyze the 
clinical results secured. These are the more 
important requirements that are included in 
this minimum standard. 

The Council on Education and Hospitals of 
the American Medical Association has adopted 
certain like definite requirements in order that 
a hospital may be approved as suitable for the 
training of internes. 

No just criticism can be registered against 
these demands. Condemnation cannot be pro- 
nounced against these standards and require- 
ments. That which they seek to correct, that 
which they seek to eliminate, the reforms they 
institute, the efficiency they outline, the evils 
they eradicate are all demanded by conditions 
that have been permitted to exist all too long in 
our American hospitals. We have tolerated a 
state of affairs that has been far from credit- 
able and far below the standard and progress 
of our educational institutions and our scientific 
advancement. Too. long have our hospitals been 
permitted to be hotels for the sick, and build- 
ings wherein surgery has been performed with- 
out restraint, and frequently without indica- 
tion. One needs but reflect upon past condi- 
tions when numerous reasons will at once be- 
come self apparent as to why these reforms are 
indicated. 

Our hospitals, their staffs and Boards of 
Trustees have but one option and that is to 
adopt and live up to his standard. There is no 
alternative, there is no middle course, there is 
no evasion. To be an approved hospital the 
full requirements must be met. Let no one be 
deceived or deluded that they can outwardly 
adopt these standards and secretly evade carry- 
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ing out their provisions. No outward veneer of 
reform can be erected about inner subterfuges 
and go undetected. There is no chance for 
bluffing and getting away with it.. To be an 
approved hospital and to remain on the list 
of approved hospitals there must be a constant 
meeting up to the standard. We desire to em- 
phatically emphasize that fact. These national 
organizations cannot and will not condone or 
tolerate back-sliding or half-way measures. 


The list of approved hospitals will be an- 
nounced on October 11th at the meeting of the 


‘Clinical Congress of Surgeons in Montreal, and, 


as we understand it, will include all hospitals 
of 100 beds or over. Unconfirmed reports have 
it that there will be many surprises revealed 
in this list. It is also rumored that this past 
month a number of our larger and better known 
hospitals have been making a desperate effort 
to institute certain changes that were necessary 
to comply with the requirements that are ex- 
acted. It has also been whispered about that 
certain of our Michigan hospitals have had to 
institute a number of reforms, and that in some 
where announcement had been made that they 
had adopted and were living up to the letter of 
the standard, reversion to old: practices and 
methods were still in vogue. All of which in- 
dicates how necessary this reform in hospital 
administration is called for. 

As individuals, as members of local and state 
societies, we, too, have but one course and that 
is in our hospital connections and work we sub- 
scribe our support and conduct our work in con- 
formity to the requirements outlined. There 
is no need to attempt to object, buck or obstruct 
that which is expected from us. We must 
comply with the requirement of giving an ad- 
mittance diagnosis, we must submit to the 
checking up on that diagnosis either in the op- 
erating room or in the laboratories. We must 
needs carefully go over our cases, record de- 
tailed histories, progress notes, treatment and 
end results. We must employ every means 
available to arrive at a correct diagnosis and 
submit to a check up on our errors. In doing 
so we are going to become better physicians 
and- surgeons, our patients are bound to re- 
ceive better care and attention, our hospitals 
will be what they should be. There is no need 


, to grumble, to storm about, or, “be damned if . 


I will.” The sooner we realize this the better 
it will be because—well, we have no alternative 
unless we wish to be classed among the un- 
desirables and associated with the inefficient. 
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So we urge, that the medical men of Michigan 
fall in, in support of this movement. Aid your 
hospital officials to institute and live up to 
these standards. Subscribe such time and ef- 
fort as may be necessary to keep complete case 
histories. Take the necessary extra few minutes 
to write your progress notes at each visit. An- 
alyze your end results and batting average and 
those of your fellows and profit by them. You 
have erred many times and are going to con- 
tinue to err, but you will not do so, so fre- 
quently or glaringly if you comply with the re- 
quirements laid down. Attend your staff meet- 
ings and contribute your experiences to the dis- 
cussion of the cases presented and the policies 
to be adopted and enforced. By so doing help 
those who are at the head of our Michigan hos- 
pitals to place Michigan in the advanced line 
of hospital administration in this country. The 
time has come when we of Michigan cannot 
tolerate the unapproved, below the standard 
hospital any more than we can tolerate a class 
B medical college. Once more—though it may 
be jarring to some, we must all reconcile our- 
selves to this new order of things. 





THE PUBLIC HEALTH NURSE.* 
Miss Mary Marcaret Rocug, R.N. 


The care of the sick in their homes by visit- 
ing nurses is an ancient practice. Long before 
the Christian era the Jews were commanded to 
“visit the sick, in order to show them sympathy, 
to cheer and aid and relieve them in their suf- 
fering.” Of course, the visiting nurse of those 
days was a far different person from the one 
who calls on the suffering now, but the idea is 
not a new one. In the New Testament, we 
find visiting the sick spoken of as one of the 
forms of charity. The monasteries and convents 
for centuries were the protectors of the poor 
and the sick. In the twelfth century we see 
the beginning of the secular orders. 

Florence Nightingale, whose centinnial we 
celebrated this month, wrote in 1865: “Nurs- 
ing, especially that most important of all its 
branches, nursing of the sick poor at home, is 
no amateur work. To do it as it ought to be 
done requires knowledge, practice, self-abnega- 
tion, and direct obedience to and activity under 
the highest of all masters and from the highest 


*Paper read before the Meeting of the State Med- 
ical Society at Kalamazoo, May 27. 
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At the time this was written 


of all motives.” 
the idea of public health nursing was in its 


prenatal state. It was not until 1877 that in 
the United States trained nurses were sent 
regularly into those homes whose sick inmates 
were suffering for nursing care. 

The lineage of personal and public hygiene 
is even more ancient than the care of the sick 
in their homes by visiting nurses. We have 
only to go back to Moses and his sanitary code. 

Public health nursing combines visiting 
nursing of the sick in their homes and instruc- 
tion as to how best to secure and preserve the 
health of our citizens by educating them in 
the rules of personal health and hygiene. Where 
personal health is interfered with because of 
faulty public hygiene, the vublic health nurse 
reports the matter for correction. This defini- 
tion of a Public Health Nurse seems to me to 
cover the subject—she is a graduate nurse do- 
ing any form of social work in which the health 
of the public is concerned, and in which her 
training as a nurse comes into play and is rec- 
ognized as a valuable part of her equipment. 


The qualifications that we look for in a 
prospective Public Health Nurse are first, 
health—the question of personality enters large- 
ly into the question—sympathy, optimism, neat- 
ness, initative, and more than all else, adapt- 
ability, for in each home that she enters she 
will find a different problem and different 
temperaments with which to deal. Of the char- 
acteristics you expect every nurse to possess, 
you must be absolutely certain that your public 
health nurse is known to be, above all, loyal, 
truthful, industrious and discreet. Her unselfish- 
ness must be above suspicion. 


Public health nursing may be likened to a 
tree, public health nursing, in the broad sense, 
is the trunk; the various subdivisions are the 
branches. Visiting nursing, in the beginning, 
was supposed to include every form of nursing. 
We turn to those organizations now for nursing 
care of sick adults, and what this means, par- 
ticularly to the poor chronic patient for whom 
care in hospitals is hard to procure—to the 
public in times of epidemics—to the sick at all 
times, it would be impossible to put into words. 
They furnish industrial nursing for the factor- 
ies, obstetrical nursing for the mother at home 
and usually do the nursing work for one of our 
large insurance companies. The Visiting Nurse 
Society is the mother of the societies that are 
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doing special work. Among these there is the 
closest co-operation. It has been found that to 
do, the best work, to possess the greatest strength 
and secure steady progress toward our ideal 
of perfect health for all, we must concentrate 
upon certain prominent weaknesses of the 
human race. 

It is for that reason that you find the 
Tuberculosis Nurse. It is not necessary for 
me to dwell upon the part that Tuberculosis 
plays in undermining public health. We are 
familiar with the optimism of the patient, that 
in itself often makes him underestimate the 
necessity for effort on his part. Each situa- 
tion demands individual consideration, and in 
securing physical health for her patient, the 
nurse must be constantly watchful that his in- 
dependence is not being undermined. And she 
must bear in mind that she is to prevent Tuber- 
culosis—that means much. No branch of pub- 
lic health nursing makes such demands on the 
courage and strength of a nurse, and no one 
where has she such need to be able to see above 
the daily round of apparently commonplace 
duties, the finished work. It is work that calls 
for the patient laying of a good foundation, so 
that later on the constant repetition of instruc- 
tion will be well received. In no field of public 
health nursing is there more opportunity for 
serviee to mankind. 

Infant welfare work includes, beside the care 
of the baby until he is two years of age, the 
period before—the prenatal—and the succeed- 
ing one—the pre-school age. For the prenatal 
nurse it is essential that she possess rare tact 
and sympathy. She, like the Tuberculosis 
nurse, must be not only willing, but eager to 
respond to every call made upon her time by 
the patients she is carrying. They may be un- 
necessarily alarmed, but is it not her duty to 
allay these fears? She must be the connecting 
link between the prenatal clinic and the private 
physician and ‘see that the patient calls on him 
whenever necessary and that he is informed as 
to any abnormality shown by the regular urin- 
ilysis and blood pressure tests. The prenatal 
iurse has an exceptional opportunity to edu- 
cate these women as to the value of breast feed- 
ing and to consult their doctor while in health, 
not just at the last moment. 

The infant welfare nurse, in the strict sense 
o! the phrase, deals with the baby from birth 
intil he is two years of age. It is her responsi- 
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bility to see that he is kept well, that he is 
brought regularly to clinic for weighing and to 
have his feeding supervised, and at the first 
symptom of illness, that he is gotten in touch 
with his family physician. So often the mother 
will feel that she can “dose” the baby. It 
takes time and training to make her realize the 
importance of checking the disease before it 
starts and to depend on her physician to keep 
him well, not to demand that he cure the baby 
at once when he has been ill for days. 

The child of preschool age—from two to 
five years old—has been one of our neglected 
problems. He has been between two interesting 
age groups and has failed to secure the neces- 
sary amount of attention. Attention at this 
time to nutrition, teeth, eyes, ears, save much 
pain later on, as well as valuable school time. 
It makes progress possible, and in an uninter- 
rupted way. When he is underweight more 
than 7%, for his height, not age, he needs 
special attention paid to his daily routine and 
careful health habits must be formed. This is 
a study in itself and calls for a knowledge of 
child nature as well as diatetics. The awful 
loss our nation entails through the sacrifice of 
mothers and babies through the unnecessary 
loss of life in this pre-school period calls, in 
this work as in Tuberculosis prevention, for the 
most careful concentration and specialization. 
Patience, tact and love for children are essential, 


The school nurse has one of the greatest op- 
portunities to aid in Americanization. She 
represents to the home not only the teacher who 
has behind her the authority of the school board 
but the doctor, of whom they stand in awe as 
“The Professor,” and the Board of Health. Of 
course, the nurse who works with so many 
groups must of necessity be able to look at her 
problem from each of these angles in order 
that order—not confusion—may result. She 
must love and understand children, because it 
is to make life safer for them that she is called 
upon to serve in this capacity. They must 
represent to her more than a basis for statistics. 

Industrial nursing demands a nurse of ma- 
ture judgment and attractive personality. She 
must be able not only to advise wisely the em- 
ployes who come to her but she must of herself 
invite confidence. She is, in a way, the inter- 
preter of the employer and the employe, the 
trusted representative of each. She must see 
that the employes have healthful working con- 
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ditions. In addition she must see that faulty 
health habits and poor home surroundings are 
corrected so far as possible and she can do much 
to strengthen the feeling that to the workman 
belongs what he earns, and work approached 
on that basis will return adequate earnings. 

The Medical Social Service nurse needs be- 
side her hospital training, a course in social 
service. It calls for another viewpoint. She 
must see not alone a patient, but an individual 
to be made fit for life in society and she must 
know what readjustments are necessary to make 
this possible. Without health, little avails. 
That must be secured him. Then, as a rule, 
the question of his dependency on the public 
for relief will be answered. 

She must be able to discern among the mass 
of detail that goes with case histories, just what 
is fundamental, and she must possess those 
qualities that make the family look upon her 
not as an investigator but as a friend in a time 
of trouble, one who will interpret to them the 
wishes of the doctor in charge of the case, who 
will advise them how to regain financial inde- 
pendence. And for herself, she needs an un- 
dying faith in the wisdom of the Almighty to 
deal with trying conditions without wavering 
and to communicate to her patients some of her 
own steadfast belief in the ultimate goodness 
of the Great Plan. 


A new and comparatively untried field of 
endeavor is that of mental hygiene nursing. 
The mentally ill have been for long objects of 
aversion. There have been few to understand 
them and help them to safety. This takes train- 
ing of a very special kind in order that symp- 
toms may be recognized at once and the patient 
placed under a physician’s care, thus saving 
themselves and their families much discomfort. 

And we have said nothing about the rural 
nurse. Does not this sketchy account of what 
each special branch of public health nursing 
requires give you an insight into what the rural 
nurse must attempt to do alone? The country 
provides few advantages beyond space and clean 
air. lts water supply is not above reproach and 
its sewerage system simply does not exist. It 
is incumbent upon us to furnish more nurses 
for the rural communities in order that their 
health may equal that of their city brethren. 

And we need more nurses. Michigan’s quota 
to be raised this year alone is 1,000. Beside 
the public health work there are institutions to 
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be operated and private duty cases to care for. 
In the last field, there is a marked shortage, or 
perhaps we should say an increased amount of 
appreciation of the service a nurse:can render 
in the home. At any rate, the shortage exists. 
It may be practically met by the extension of 
hourly nursing in the homes and provided by 
visiting nurse associations. 

The profession of nursing, in whatever 
branch she may be devoting her time, demands 
the best there is in a woman. It is not an oc- 
cupation that will be remunerative and should 
never be entered into with that idea in mind, 
but it is a profession and presents an un- 
rivalled opportunity for the woman possessed 
with the spirit of service to mankind. And to 
my mind public nursing affords the greatest 
field for this service. A French writer says 
that “To me the ideal doctor would be a man 
endowed with profound knowledge of life and of 
soul, intuitively divining any suffering or dis- 
order of whatever kind and restoring peace by 
his mere presence.” The nurse is the hand- 
maid of the physician. It devolves upon her 
to see that his orders are carried out and when 
the physician, and especially the health officer, 
whose attitude determines so largely what ad- 
vance public health nursing shall make in a 
community, is of this type, the spirit of service 
is made doubly strong and it should be all- 
prevailing. 





GROUP PRACTICE: ITS ADVANTAGES 
AND DISADVANTAGES.* 


The remarkable increase in medical knowl- 
edge during the last half century together with 
the development of collateral and coordinate 
sciences such as bacteriology, hygeine, sanita- 
tion, etc., has progressed to such an extent 
that it has become impossible for any one mind 
to master all these sciences. ‘Therefore, the 
tendency has been toward specialization in 
medicine, many men giving particular atten- 
tion to the study and practice of some one 
branch of medical science. 

This results in patients being compelled to 
go to different physicians for different com- 
plaints, and considerable of the old time family 
practice disappeared. It was soon realized that 
it would be of advantage for physicians to as- 
sociate themselves together in practice so as to 
correlate their work and enable a more or less 


*Read by A. O. Hart, St. Johns, at the August 
meeting of the G. I. C. 
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complete examination of the human body to be 
made, as well as a diagnosis and treatment of 
each case to be carried out. Thus group prac- 
tice naturally developed, that all this might 
he possible in one suite of offices. 

The Mayo’s were among the pioneers in the 
successful establishment of group or clinical, 
medical and surgical practice, and they have 
practically demonstrated what can be accomp- 
lished along this line. At the same time we 
must recognize that these men no doubt possess 
a peculiar genius for the financial as well as the 
professional part of their practice, which en- 
abled them to succeed brilliantly where most 
physicians would have failed or at least not 
succeeded to such a marked degree. 

There are no doubt many advantages in 
group practice and, if it is successful, the pro- 
fessional and financial returns are much great- 
er than in individual practice; but the elements 
of such success must be given careful consider- 
ation before entering upon such an undertaking. 

The first and most important element of 
success in group practice is exactly the same 
as that of individual practice in that every one 
entering into such a group, shall be a thorough- 
ly well trained man in his special field and 
capable of engaging in private practice with 
marked success. Without this al] efforts will 
surely lead to failure. 

Professionally, scientific standards must be 
adopted and maintained for it is only by doing 
scientific, therefore better work than the aver- 
age, that success can be assured. There must 
be harmony and sympathy between the various 
members and only that generous emulation or 
rivalry should exist, which endeavors to do the 
best work and put the best into it, rather than 
do the most work and get the most out of it. 

There are two methods of group practice: 

First—Financial and professional partner- 
ship. 

Second—Professional partnership or co-oper- 
ation alone, each one handling his own finances. 

The first method will involve a business 
partnership, which will be subject to the laws 
and regulations governing any business partner- 
ship and which will require a written contract, 
carefully executed and if successful, faithfully 
‘ived up to by each and every member of the 
‘itm. For example the law is such that a mem- 
ver of a partnership by signing as security for 
in outside party obligates all the various mem- 
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bers of the firm for such security. Therefore, 
it is necessary to have a clause in the contract 
prohibiting any member or members of the 
partnership from going security for anyone or 
making any investment involving an obligation 
of security without the written consent of the 
other partners, such contract must also specify 
the exact duties and obligations of each mem- 
ber, methods of terminating the partnership 
or, eliminating any member not proving desir- 
able. In fact, there are many things to be 
considered in getting up such a contract which 
must be carefully thought out to make it a 
successful business venture, pardon me, for the 
personal illusion but our contract as it now 
exists and which has been in force for over 
8 years, slightly modified and revised from time 
to time as new members have been admitted, 
has during such revision been examined by 
lawyers expert in co-operation and contract law 
and they tell us that it is one of the best busi- 
ness on partnership contracts they have ever 
seen. It has been studied by several of our 
business and professional acquaintances about 
to form partnerships and as they say with great 
advantage to themselves. It is always open to 
inspection by those interested in such ventures. 


In regard to the second method of group 
practice, we find that in larger cities many phy- 
sicians are gathering in groups in office build- 
ings suitably arranged, with each member in a 
separate office and each one specializing in some 
of the various branches of medicine, such as 
internal medicine, surgery, eye, ear, nose and 
throat, X+ray, laboratory technic, etc., so that 
a patient can without going out of the building 
have a complete examination, covering all ra- 
tional and scientific lines of investigation. 
Then after a consultation, a diagnosis can be 
made and treatment arranged. Each physician 
will make his own charge for services rendered 
and collect his own fees, or if one bill is render- 
ed, it will include the separate fee of each. This 
method has succeeded very well in many cases. 
It is probably the best plan for the great ma- 
jority of physicians who desire to reap the 
benefit of group practice but who through lack 
of business training and experience would find 
business partnership with its demands of exact 
business methods and subordination of person- 
ality irksome and probably unsuccessful. 


But to those men in medical practice who by 
nature or training are good business men train- 
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ed to exact business methods and of a nature 
able to appreciate the other man’s point of 
view, and devoid of personal jealousy, those 
men, I say, may successfully associate them- 
selves in a financial as well as a professional 
partnership, and thereby reap the added bene- 
fit, financial as well as professional, of such ar- 
rangement. 

In our office one bookkeeper, one office nurse, 
one laboratory technician and one janitor take 
care of the routine work for four physicians 
and with less expense and better service than 
each one could maintain in a separate office. 
Drugs and supplies are all purchased in large 
quantities and at a lower price than each one 
could obtain if purchasing separately. Book- 
keeping and collections are all looked after from 
one desk which is also an economy, patients are 
better cared for as some one or more physicians 
are on duty at all reasonable hours. Of course, 
every effort is made to carry on the business 
end with the greatest possible accuracy, books 
are kept balanced, bills are discounted and 
collections looked after promptly. We estimate 
that the remuneration of each physician after 
expenses are paid, to be one-fourth greater than 
it would be if each one was practicing alone. 
This comes as the result, we believe, of economy 
of administration and the application of good 
business methods. 

A uniform record system, modified slightly 
from the standard record system of the Ameri- 
can College of Surgeons is in use and each 
physician is under contract to record all he does, 
at least in the office and all important cases 
seen outside. These records show history, ex- 
amination, diagnosis and treatment, this to be 
followed by a progress and a follow up treat- 
ment record as it varies from day to day. 

This enables any one of the members of the 
group, in the absence of the physician original- 
ly consulted, to continue the treatment of the 
case in a satisfactory and intelligent manner. 
A record is kept at the desk in the waiting room, 
of each patient going into each doctors office. 
The book charges and cash records are com- 
pared daily with this record so to check up any 
failure to charge or account for cash, this pre- 
vents errors in such things. 

One bill is made out for each patient and 
this includes fees for all examinations both 
clinical and laboratory as well as ordinary ad- 
vice and treatment. This method is found more 
satisfactory than separate bills from each. 
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The many and varied details of group prac- 
tice in a personal service partnership must be 
worked out in harmony with the environment 
and conditions under which the project is to 
be carried out. Methods of establishing, pro- 
fessional co-operation in practice must also 
be worked out. in detail in the same manner. 

In closing I desire to give certain conclusions 
based upon personal experience as well as upon 
observation, which I believe to be essential to 
successful group practice by any method. 

1. Each man entering into co-operative prac- 
tice must be a thoroughly well trained physician 
in the specialty he is about to undertake. 

2. Each must be willing to devote his time 
and energies to his particular branch, to se: how 
well he can do his work and avoid and dis- 
position to encroach upon the rights of o:hers. 

3. He must be capable of rising superior 
to any feeling of jealousy and should rathez 
exalt that precept of masonry which teaches us 
te see who best can work and who can best 
agree. 

4, Each one must be willing to give the hest 
that is in him and be quick to encourage his 
associates to do that work to which each is best 
adapted. 

5. Proper business methods, scientific stan- 
dards of professional work and a good record 
system, must each be adopted and faithfully 
adhered to. 

6. Regular consultation should be held in 
which all matters of mutual interest may be 
ciseussed, and plans adopted for the advance- 
ment and progress of the group. Finally there 
must be harmony, sympathy, respect for per- 
sonality, encouragement to individual achi2ve- 
ment, and an earnest desire on the part oi each, 
to faithfully perform his part and to encowiage 
the others to do the same. It is oniv by so 
doing that such success can be assured as is 
possible as the result of intelligent and har- 
monious effort. O. A. Hart, M.D. 





IMPROVEMENTS IN MEDICAL EDUCA- 
TION IN SIXTEEN YEARS. 


In the August number of the Monthly Bul- 
letin of the Federation of State Medical Boards 
of the United States, there appears a very in- 
teresting summary on this subject by Doctor 
N. P. Colwell. 

During the last sixteen years, new buildings, 
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newer and better equipped labcratories, many 
more full-time teachers, greatly increased f:-- 
ancial resources, closer relations with hospitals 
and dispensaries, more abundant clinical facili- 
ties and greatly improved methods of clinica! 
teaching are everywhere in evidence. 

In 1906 about 40 of the 162 medical schools 
were without laboratories and without clinical 
material. At the present time most of the 
medical schools have five or more weli cquipped 
laboratories and there is not oue which dees not 
lave at least three laboratories. Most medica! 
colleges now actually own or control a teach- 
ing hospital. Medical schools which have no 
university connection have largely disappzared. 
Out of the eighty-five medical schools, sixty-s'x 
are medical departments of universitie- 

The former amphitheater clinic has given 
away largely to the small group clinic in the 
regular operating room of the hospital or at 
the bedside of the pavent. In tne majority 
of medical schools paticnts are now regularly 
assigned to senior studsuts who write the his- 
turies, make the physical and laboratory exain- 
inations and suggest the diagnosis aud treat- 
ment. The teacher then usually examines each 
of the patients in turn before th2 group of 
sicauents so that all students of the group bene- 
fii -yom the criticis:23 of the work done by each 
». mber of the group. 

In 1905 the Council urged the medical 
schools to require for admission one year of 
college work including courses in physics, chem- 
istry and biology. Since Jan, 1918, the re- 
quirement for admission of two years of college 
work has been essential for the Class A rating. 

There has been some alarm that the medical 
schools will not be able to admit all the well 
qualified students who apply because of the 
limitation of their enrollments. In Doctor Col- 
well’s opinion the existing medical schools are 
more than adequate to meet the present needs. 
In the future as the number of students may in- 
crease, ample provision can be made for them. 

There is no dearth of physicians but there is 
a need of better distribution. We can easily get 
along with fewer doctors in the cities and use 
this over supply in the rural districts. 

There is a real demand for medical graduates 
{o serve as interns in hospitals but this demand 
could not be met even if the number of grad- 
uates annually should be trebled. The intern 
problm requires some other remedy: 
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1. The internship might be extended to 
eighteen months or two years by which the an- 
nual output of graduates would supply twice as 
many hospitals. 

2. The hospitals might grant gradually in- 
creasing salaries for recent graduates to re- 
main for several years as resident physicians or 
surgeons. 

3. Hospital assistants or nurses might be 
trained to do much of the work now devolving 
on the intern. 

4. The situation is relieved in some hospitals 
by the employment of stenographers who, at 
the time the patients are examined, take down 
histories from dictation by the members of the 
attending staff. 

Meanwhile the number of hospitals seeking 
interns is now so large that only those will be 
able to secure them which are willing to furnish 
a valuable clinical training. 





HEALTH INSURANCE IN ENGLAND. 


If you think Compulsory Health Insurance 
agitation has subsided you are in error. Propa- 
ganda is still being resorted to and self-imposed 
agitators are actively engaged in attempting 
to secure a panel of patients for you at so much 
per year. The following is reprinted from the 
Pennsylvania State Medical Journal: 


The following is a part of a letter received by 
one of our Westmore County members from an 
English physician who was a “buddy” of the 
Westmoreland County physician in France dur- 
ing 1918, both physicians now having returned 
to private practice. This letter is evidently a 
fair statement of the workings of the Insurance 
Act in England as seen by the English physician, 
and is worthy of careful consideration Editor. 

When the Insurance Act was first proposed it 
was bitterly opposed by at least 97 per cent. of 
the tedical men in the country. 


Meetings of medicos and fighting friends and 
pledges, etc., were gathered and it looked as if 
the proposals were killed. Then Lloyd George 
called a meeting of representatives of all the trade 
unions and friendly societies and announced that 
if the doctors refused to come in under his scheme 
he had enough tame medicos to place a whole- 


-time scheme in operation in a number of large 


towns with consultants, pharmacists and nurses, 
nursing homes, etc. This put the wind up a 
number, but what finally caused a debacle was 
the announcement that our fighting organ:zation 
(the British Medical Association) had set free 
our secretary, Mr. Smith Whittaker, in order to 
become one of the government’s insurance com- 
missioners under the act. The “treachery” as 
it was almost universally regarded by the rank 
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and file was fqllowed by a rush to put their names 
on the “panel” before the expiration of the time 
limit. Even today the name of Smith Whittaker 
is anathema tous and he is jeered at if he comes 
to our meetings. And it is the almost unanimous 
view that our leaders (The Council of the Bb. M. 
A.) let us down when victory was in our grasp. 

So much for history. Now tor the effects. 
There is no doubt that the majority of doctors 
on the panel have benefited financially by the act 
and are not prepared to revert to a status quo 
ante. The amount of work has alsc increased in 
greater proportion. 

Those who have gained the most are those who 
had a large poor class practice and whose fees 
were small and irregularly paid. These men got 
a panel of 3,000 or 4,000 each representing a 
nominal £1,000 to £1,400 a year (actually about 
£850 to £1,200). The man who had a middle 
working class practice, whose patients paid him 
medium fees, gained nothing or perhaps lost 
slightly. Of course there is also private prac- 
tice, e. g., the wife and children of the insured 
person, but there is no doubt that they will soon 
be brought in under the scheme. 

Why then should doctors still be objecting to 
the act, some to the extent of coming off the 
panel, some who have always refused to touch it, 
some who are striving to get enough to join them 
that by coming off they can wreck it, but the 
majority by any agitation short of coming off? 
The reply is “government and law control.” 

The local insurance committees who work the 
Insurance Act are composed of representatives 
of the trade unions and friendly and insurance 
societies with a few representatives from the 
town council and the doctors. In Preston, with 
a population of 118,000 and an insured population 
of 50,000 to 60,000, the insurance committee con- 
sists of about 40 and the doctors have 5 repre- 
sentatives out of the forty. (My figures are not 
guaranteed accurate but are substantially cor- 
rect.) 

Now I don’t know how you are in the U. S. A,, 
but in this country the trade unions and working- 
man’s societies are always aggressively hostile to 
professional men as a body (while quite the re- 
verse to the individual) and they seem always 
on the lookout for some cause of complaint or 
grievance. The panel doctor is either not pre- 
scribing good enough drugs or else he is pre- 
scribing too expensive drugs, he does not go to 
see his panel patient quick enough, or often 
enough, or else he does not stay long enough. 
He has been treating this patient for a wrong 
complaint, refusing to certify this patient as “un- 
fit” to work or else signed that one as “unfit” 
when he could have gone to work, etc., etc. If 
a doctor is out he must arrange with a proxy 
to attend to any emergency panel call, and if he 
goes away he must notify the insurance com- 
mittee of some other panel doctor who will do 
his work. His surgery hours and accomodation 
must be such as will receive the approval of the 
insurance committee. 

If any patient has a complaint, real or imagin- 
ary, against the doctor, a report is niade ‘to the 
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insurance committee and the doctor is called be- 
fore it (or a»sub-committee) and both sides are 
heard. If the complaint is groundless or frivolous 
the doctor, often wasting valuable time and being 
irritated by cross-examination by a butcher or 
baker or manual worker, is exonerated, but he 
gets no acknowledgment or recompense. If the 
complaint is justified, he is censured, or fined or 
struck off the panel. Perhaps the greatest crime 
a panel doctor can commit is to give a weekly 
certificate of “unfitness” and date it a day too 
soon or too late, e. g., a patient calls for a pre- 
scription. You give it. Then he says: “The 
insurance man will be coming tomorrow for the 
certificate. Will you give it to me to-day and then 
it will save me a (say) two-mile journey.” You 
say: “Oh yes. But I must date it to-day.” Oh, 
but I want it datéd tomorrow or I shan’t get my 
full money for this week,” is the reply. 

If you then goodnaturedly post-date it for a 
single day all the trouble begins. You have to 
appear before the committee, etc. One man was 
fined £50 and threatened that for a next offense 
his name would be taken off the panel. 

But there is the point of view of the insured 
person. Is he benefited? Well, to be perfectly 
honest, I believe he is. The doctor is called in at 
the beginning of an illness, he is not afraid of 
paying visits or ordering medicines because of the 
expense, and as a result many severe illnesses are 
controlled from the beginning which might have 
got to their height “before they were bad enough 
to call a doctor in.” Of course, you get the 
other side, people coming with trivial illnesses 
and swallowing medicine in buckets full. 

To sum up, then, I believe that on the whole 
the result is that (1) the profession has been 
lowered in prestige but benefited financially; (2) 
lay control has been established and will prob- 
ably end in complete control of medical practice; 
(3) the avoidance of friction with insurance 
committees takes precedence over the treatment 
of the patient. 

Unless the American is different trom the Eng- 
lish and approximates more to the German type, 
I believe the U. S. A. will be better off without 
state insurance. 


When it comes to representation the doctors 
will be in the minority. 

Those who have been engaged in public work 
or U. S. Public Health work know how these 
patients, on the most trifling pretext, fabricate 
a bill of complaints and grievances and then 
the doctor has the pleasure of explaining. Every 
beneficiary is inoculated with the “kick-bug” 
and its toxines are spread far and wide. 

Again we say: Doctor, remain aggressively 
active and do your best to spike this form of 
Bolshevism at every turn; do not let it get a 
foothold in your community. 
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A DISCLAIMER. 
We are in receipt of the following letter: 


August 9, 1920. 
Dr. F. C. Warnshuis, 
Sec’y-Editor, Michigan Medical Society, 
Powers Theater Bldg., Grand Rapids, Mich. 
Dear Doctor Warnshuis:— 


On my return from vacation I found the copy 
of the Michigan Medical Journal with my ad- 


dress on health insurance printed without sub-- 


stantial corrections. This was done after my 
letter to you stating that it must not be pub- 
lished in that form. 


I have written Dr. Frothingham asking for the 
responsibility for the publication of this article 
under the circumstances. You have deliberately 
misquoted me on vital matters of the greatest 
concern to me. For instance, you quote me as 
saying that I believe in health insurance because 
it is socialistic. Nothing could be farther from 
my statement. I am not a socialist and have 
never been a socialist. This is only a sample of 
numerous things that were misstated, aside from 
the jumble of English in which you allowed the 
article to be. published. 


I am sure that you and your Michigan Medical 
Society will want to make proper explanations 
and apologies for publishing: this article in this 
manner. Ample opportunity will be given you 
to make such apologies in your magazine. The 
matter is of such serious consequences to me 
that I shall desire an early statement before tak- 
ing such action as I shall be compelled to take 
to maintain my moral and legal rights. 


Yours very truly, 
John A. Lapp. 

In reply to the above we advised Mr. Lapp, 
that galley proof of his article had been sent 
him, that the copy from which this was set was 
furnished us by the official, experienced, paid, 
medical convention stenographer from Chicago ; 
that we did not receive a corrected proof until 
after that issue had gone to press; that that 
issue of the Journal was off the press before we 
received his letter disclaiming certain parts of 
the article and requesting that the article be 
not published. We also advised Mr. Lapp that 
we purposely had made no corrections in his 
article less we be accused of altering the state- 
ments made therein; further, that we had ar- 
ranged to print all the addresses on Compulsory 
Health Insurance delivered at our Annual 
Meeting in one issue and so included his un- 
revised and as given us by the stenographer. 
We also advised Mr. Lapp that the Michigan 
State Medical Society never deliberately or in- 
‘entionally misrepresented anyone. Several 
etters on the subject have passed between us of 
vhich the following is the latest one: 
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September 8, 1920. 
Dr. F. C. Warnshuis, Michigan Medical Society, 
Powers Theater Bldg., Grand Rapids, Mich. 
Dear Doctor Warnshuis:— 


Your letter of September 2nd sounds more sat- 
isfactory than your previous communications. All 
I care to have stated is that the paper was not 
submitted to me in time for correction, that there 
are numerous inaccuracies in the facts quoted 
and in my views on the subject, and especially 
where it quotes me as saying that “if socialism 
is paternalism, I am for paternalism,” and also 
where it says that I believe that vocational edu- 
cation caused the war. 

I expect also an expression of at least moder- 
ate regret that circulation should be given to a 


-stenographic report of an address which I con- 


sider badly garbled. 

My objection to the form in which you pro- 
pose to publish this is that you did not in your 
letter recognize that I am the injured party in 
this matter. You proceeded for two pages to 
laud the fairness of the Michigan Medical Society 
and your journal. Of your fundamental fairness 
I have no doubt but on the subject of health in- 
surance no impartial observer would say that you 
were fair to your opponents. The report of your 
Committee, presented I understand either the 
day before or the day of my address, contains 
statements about the representatives of the As- 
sociation for Labor Legislation which no fair 
minded person on the subject would entertain. 
To speak of the representatives of that Associa- 
tion having the purse of Fortunatus or money 
from unknown sources, or that what you call 
“uplifters” are a menace to society, or the derog- 
atory statements of the able-bodied men named 
as the Social Insurance Committee cannot be 
said to be fair. The Association for Labor Leg- 
islation does not spend $6,000 a year in the pro- 
motion of health insurance. This fact can be 
easily verified. All of its volunteers have their 
expenses paid by the organizations which they 
address. If you would take the time to examine 


‘the list of men who constitute the Council of the 


American Association and find out who they are 
you would, I am sure, not be guilty of the kind of 
statements you have been making in your Jour- 
nal, yet you solemnly urge your members that 
now they have in the report of the Committee 
and in the addresses, all of the information which 
is necessary for them to understand the subject 
of health insurance. It is rather odd, Doctor, 
that men of scientific attainment can be so un- 
scientific in analyzing a matter out of their im- 
mediate line. 
Yours sincerely, 


John A. Lapp. 


Mr. Lapp declares that those mentioned par- 
agraphs and statements are not his utterances 
and disclaims their authorship. They conse- 
quently cannot be credited to him under these 
circumstances ; neither can he be, under his dis- 
claimer, accused as being a socialistic agitator, 
by reason of the article printed in thav issue 
of our publication. 
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With this statement the Journal feels tha 
it has corrected any false position in which we 
may have placed Mr. Lapp by reason of print- 
ing an un-edited address. It is never our in- 
tention to misrepresent anyone. We feel that 
this instance was one in which we exhibited no 
studied attempt to misquote. In view of the 
exception made and the objection raised by Mr. 
‘Lapp, we feel that this statement of his attitude 
and concern is due him. We regret its occur- 
ance and express our willingness to correct any 
misrepresentation of which we are charged. We 
feel that our readers now are possessed of the 
facts and trust that Mr. Lapp’s position has 
been properly stated. We assure him we meant 
no offense. 





Editorial Comments 


Winter months and their accompanying respir- 
atory diseases are at hand. May we not. have 
some of your experiences in treating them. We 
desire to publish them in our December and Jan- 
uary issues. 


Did you do your part to cause your County 
Society to secure 100 per cent. of all the eligible 
non-members in your county as members? If 
not you still have the opportunity to help secure 
their applications. 


County Secretaries are reminded that the 1921 
State Dues will be $5.00. Please bear this in 
mind when members are paying them for next 
year. 


Are you availing yourself of the opportunity 
to interview legislative candidates and securing 
their pledges to defeat compulsory health insur- 
ance and such legislation as the various “cults” 
may present? Now is the time to line up your 
man. It is desired that you perform this service. 


Down in Ohio the 2nd Councillor District con- 
ducts an Annual Chautauqua for five days. The 
session commences at 9:00 a. m. and continues 
through to 4:00 p. m. with a banquet the last 
evening. The entire course consists of thirty 
lectures on medical subjects and on this year’s 
program we note such well known men as Pat- 
rick and Lewis of Chicago, Cannon of Boston, 
and Hoover of Cincinnati. A fee of $10.00 is 
charged which includes the banquet. 

Some of our Michigan Councillor Districts 
might well adopt a similar plan. We will be 
glad to submit the information we have at hand. 


In spite of the pronouncements of idealists, 
efficiency experts and reformers it seems appar- 
ent that fear of the loss of their position is the 
greatest impetus that can induce industrial ef- 
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ficiency. Labor’s arrogant position is slowly but 
surely being brought to its proper level by in- 
stituting this measure. It is at present the only 
apparent effective means. And if we pause to 
reflect, that same fear of losing anything that is 
a necessity, be it financial, position, friends, mem- 
bership, patients or what not, that we at once be- 
come active and take such steps, exert such ef- 
fort as will tend to prevent such a loss. So, may 


we have a little more fear injected into some 
people and thereby abolish some of our present 
day unrest and unreasonableness. 


We had hoped to be able to announce in this 
issue a list of teams composed of members that 
will be available for conducting County Society 
programs and clinics upon various medical and 
surgical subjects, diagnostic technic, laboratory 
methods and treatment. The committee is en- 
gaged in preparing such programmes and secur- 
ing authoritative recognized speakers. It has 
been impossible to complete the work in time 
for this issue. However, program committees 
of our county societies are assured that these 
speakers will soon be available. Full announce- 
ment will appear later. 


A meeting of all state secretaries is planned 
for the month of November at the headquarters 
of the American Medical Association in Chicago. 
It is purposed to discuss the problems confront- 
ing state societies and to institute a nation-wide 
plan of medical activity and organizational effort. 
Such a meeting promises to be most profitable 
as well as timely, especially when we observe the 
propaganda that is being originated by certain 
lay individuals to dominate and coerce the pro- 
fession into certain national and state projects. 


The more we ponder over the remarks of a 
certain New York Senator tendered to a com- 
mittee of doctors in telling them: ‘You doctors 
are the dearest people, on earth, we love every- 
one of you. But go home and organize and then 
come back with your demands and we will listen 
to you,” the more pertinent do we conclude 
was this advice. The problem at hand now is 
to make the doctors realize this need of real 
organization. We have all been too content 
with our self-satisfaction, too prone to contribute 
our homage to “the distinguished speaker or es- 
sayist,” to willing to let Bill do the real work, 
too ready to reap the benefit without per- 
sonal effort or contribution. We delegate our 
responsibility for our own and the profession’s 
interests and welfare to the other fellow. Cer- 
tain it is that as long as we continue on that 
course, just that long will we be the dupes and 
the imposed upon. Is it not about time that we 
did organize and assert ourselves? The scrub 
woman in the hospital gets more pay for her 
services rendered in the hospital, than you do for 
attending many of the patients. The plumber 


gets more pay for a trip to fix a water leak 


than you do for a professional visit to the same 
home to attend the child that is ill, The insur- 
ance adjuster gets more for adjusting a loss than 
you do for a dressing. The garage man gets 
more for grinding the valves of your car than 
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you do for a complete physicial examination and 
so also does he get more for cleaning out the 
carbon in the cylinders, than you do for cleaning 


out a constipated, auto-toxic patient. We might 
continue almost infinitum. Neither is there need 
to point out the difference between the lay and 
professional character of the services. 

The point we wish to make is that the sooner 
we forget that the practice of medicine is a pro- 
fession and not a heaven decreed calling, the 
sooner that we assert ourselves, the sooner we 
really organize ourselves, just so much the soon- 
er we'll rid ourselves of being the dupes of the 
“dear people.” 


And now it is purposed that the U. S. Public 
Health Service take over the treatment of all 
venereal diseases. The plan advanced is to re- 
lieve the profession of this work and cause all 
cases of venereal disease to be referred to U. S. 
Public Health Clinics: by enactments empower- 
ing them to assume control of these cases. We 
impart this proposition without further comment 
but do urge that every doctor ponder for at 
least ten minutes upon what will result if such 
a provision is enacted. Then talk it over with 
your neighbor and then—well what do you think 
had better be done? 


With a very decided improvement in instru- 
ments of precision which certainly are to be wel- 
comed by the internist and surgeon, nevertheless, 
the general opinion, and particularly among 
pathologists and those having an opportunity to 
observe the post mortem diagnosis and compare 
it with the ante mortem diagnosis of the internist 
and surgeon, it would seem that this has not 
tended to improve the accuracy of our diagnosis. 
There probably is a tendency on the part of the 
general practitioner and the internist to allow 
the specialist to make his diagnosis whereas this 
should not be the case. 

As we throw away our stethoscope and as we 
forget to percuss the chest, thinking information 
thus determined will be supplied by the roentgen- 
ologist, is it not possible that we may be avoid- 
ing our responsibility somewhat? 





Correspondence 


Marshalltown, Iowa, August 10,1920. 
Dr. F. C. Warnshuis, Editor, 
Powers Theater Bldg., 
Grand Rapids, Mich. 
Dear Doctor :— 

The Cooperative Bureau has, undoubtedly, fur- 
nished you the information that you are to run 
several full page ads for us in the issues of the 
coming months. 

We thank you for the Supply Houses you have 
mentioned and of your offer for further co-opera- 
tion. 

Several of the State Journals such as Missouri 
and North West Medicine are carrying some news 
items on Cellosilk in their News Columns this 
month. It is an advantage to the professional 
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reader of your Journal to inform them through 
this news column that there is a dressing of this 
kind now being prepared for them. Understand 
that we do not wish any free advertising, but are 
mentioning this as a possibility of serving your 
readers and at the same time bring the product 
Cellosilk to their attention in order that they will 
read the ads that we will carry in your Journal. 

Several of the Supply Houses are all ready 
carrying Cellosilk, but so far have not done ac- 
tive work towards bringing it to the attention 
of the profession. Our purpose in advertising 
through the Journal is to prepare the way for 
easy sales by these Supply Houses. 

Anything that you can do either in a personal 
or official capacity to bring Cellosilk to the at- 
tention of your Professional Associates will cer- 
tainly be appreciated. 

Very truly yours, 
Marshalltown Laboratories, Inc. 
V. A. M. Grew, 
Advertising and Sales Manager. 


September 10, 1920. 


THE CONTROL OF HUMAN INFECTION 
CARRIERS. 


To Physicians and Health Officers: 


One of the most difficult problems confronting 
the medical profession and health officers of to- 
day is the control of disease carriers. 

Epidemics of diphtheria, typhoid fever, sore 
throat, scarlet fever, meningitis and other dis- 
eases are continually arising and the original 
source can only be attributed to a carrier. These 
unfortunates are not clinically sick, and may 
never have been sick, and yet be giving off from 
the body virulent disease organisms, and be the 
cause of a severe epidemic. 

To provide for the difinite control of these 
cases and in order that there might be no mis- 
understanding, the Advisory Council of Health, 
as provided in Sec. 7, Act 146 of the Public Acts 
of 1919, adopted the following regulation on Au- 
gust 10, 1920: 


“Any carrier of a dangerous communicable 
disease that under the rules and regulations 
of the Michigan Department of Health is 
subject to quarantine or isolation shall be 
isolated or quarantined as provided in said 
rules and regulations, and shall not be per- 
mitted to attend any school, church, theater, 
or other public assemblage or otherwise come 
in contact with the public. 


The term “carrier as used herein shall be 
taken to mean a person who harbors in a 
virulent form the organisms of such diseases, 
and who through discharges from orifices of 
the body is liable to infect others with such 
disease.” 


Many of the disease organisms given off by 
carriers, however, are non virulent, but this can 
only be determined by animal inoculation and the 
State Laboratories are continually conducting 
these virulent tests. 


In our letter of August 10th we suggested the 
value of pre-school examination of school chil- 
dren to discover disease carriers, if possible, 
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before school opened and thereby avoid an epi- 
demic. 

Many communities, where the life and health 
of children is of value, have followed this plan 
and several thousand school children in Michigan 
will profit this fall by this work. 


From one school we received 130 swabs and 


five of them were of the most virulent type of 
diphtheria, the animals inoculated dying within 
a few hours. 

These children are not clinically sick but they 
would, if not discovered, make other children 
sick, cost the community hundreds of dollars to 
care for an epidemic and possible death and deso- 
lation to several homes by the loss of loved ones. 

If this work has saved the life of only one child 
in the State of Michigan, it is well worth the 
money cost and effort. 

For your convenience we are enclosing a short 
bibliography of current litterature on “Carriers.” 

Cordially, 
R. M. Olin, M.D., 
Collaborating Epidemiologist, U. S. Public 
Health Service. 





Deaths 


Doctor Richard J. Hamlen died September 9, 
1920, at his home in Detroit. The Doctor was 
born in 1862 at West Nanosh, Ontario. He came 
to Detroit in 1880 and graduated from the Michi- 
gan College of Medicine and Surgery in 1892. 
For thirty years he has been medical examiner 
for the Foresters of America. He was a member 
of the Wayne County Medical Society, Michigan 
State Medical Society and the American Medical 
Association. At the time of his death, he was 
Grand Chief Ranger of the Grand Court of Mich- 
igan Foresters of America. 


Doctor’ Stanley J. Lukaszewski was born in 
1874 and died in Detroit September 11, 1920. He 
graduated from the Chicago College of Medicine 
and Surgery in 1906. The Doctor was one of 
the leading Polish physicians in the city of his 
adoption. At the time of his death, he was a 
member of the Wayne County Medical Society, 
the Michigan State Medical Society and the 
American Medical Association. 


Doctor W. H. Niles, of Marshall, was killed in 
an automobile accident on August 18th. 

Doctor Niles had practiced in Marshall four 
years and was thirty-five years of age. He is 
survived by the widow and a three year old 
daughter. 
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State News Notes 


For Sale, house with office attached, barn and 
garage. Value $5,000. No better country and 
small village practice anywhere in the State, ten 
grade school,- electric lights, two churches, etc., 
in village of Orleans, Ionia County. Reason for 
selling, moving out of State. Price $3,000, half 
down, balance mortgage at 6%.. Write Journal 
for further particulars. 


For Sale—Bay City, Michigan. Eye, ear, nose 
and throat practice and office equipment. Mrs. 


H. Beach Morse, 1602 9th St., Bay City, Mich. 


COLLECTIONS. 


Physicians Bills and Hospital Accounts col- 
lected anywhere in Michigan. H. C. VanAken, 
Lawyer, 309 Post Building, Battle Creek, Michi- 
gan. Reference any Bank in Battle Creek. 


Block for sale—The two-story office and resi- 
dence block of the late Dr. E. P. Partlow of 
Constantine, Mich., for sale. Dr. Partlow left a 
good practice with residence and office well lo- 
cated and in fine condition. Any physician look- 
ing for a good location and able to purchase 
office and residence block write W. F. Thomas, 
Administrator, Constantine, Mich. 


For Sale—Unopposed village and country prac- 
tice—collections $5,000.00 to $6,000.000 yearly—of- 
fice and residence combined, private electric light 
and water system; furnace heat, hot and cold 
water, bath, toilet inside; prosperous farm and 
dairying community, 7 miles from good hospital. 
Stone roads, price $2,500.00—$1,000.00 cash, terms 
to suit on balance, interest 6%. Cost over ‘four 
thousand. All in good condition. Dr. W..L. 
Peters, Jasper, Mich. 


September 15, 1920. 


To the Members of the House of Delegates 
of the American Medical Association: 


In its report to the House of Delegates at the New 
Orleans meeting of the Association, the Board of 
Trustees incorporated these two paragraphs under 
“Increased Expenses’’: 

“The steadily increasing cost of production is 
likely to cause serious concern if it continues much 
longer. As an illustration we might refer to the 
price of paper used in The Journal. A reference 
to the auditor’s report for 1918 will show that 
paper for The Journal that year cost approx- 
imately $162,000. Last year—1919—it was over 
$217,000—an increase over the preceding year of 
approximately $55,760. There was an increase in 
circulation, but this was small as compared with 
the increase in cost of paper. We entered this 
year with a still further increase; at the lowest 
estimate, our paper for the current year will cost 
in the neighborhood of $35,000 more than last year, 
even though there should be no further increase. 
Wages in the printing trade are still advancing; 
an increase that went into effect last February, 
1920, adds at least $22,000 to the pay in the print- 
ing department. The increase in these two items 
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alone—paper and labor in the mechanical depart- 
ment—will add at least $57,000 to the expense this 
year. In addition there is a steady increase in 
the wages for all the other help—stenographers, 
typists, clerks, etc. 

“While there is no immediate cause for anxiety, 
it is well for us to realize that we must be pre- 
pared for whatever the future may have in store. 
It may be necessary either to increase the sub- 
scription price of The Journal—say $1.00 a year— 
or to reduce its size. However, this is for the 
future. Your attention is called to these matters 
that you may know the conditions that have de- 
veloped and which are developing.” 


Although, during the last three or four years, there 
has been a steady increase in wages, in cost of paper 
and of everything used in the printing line, it was 
the earnest desire of the Trustees, and other officers 
of the Association, to get along without either raising 
the price of The Journal or reducing its size. How- 
ever, since the preparation of the last report of the 
Trustees, from which the above quotation is made, 
there have been three increases in the cost of paper 
—one covering March and April, one covering May 
and August, and a third went into effect September 1. 
These increases amount approximately to a 25 per 
cent. increase since the first of March. Based on 
these increases, we estimate that our paper for this 
year will cost between $75,000 and $80,000 more than 
last year. 


On August 25, there was another increase of $5.00 
a week affecting compositors, linotype operators, 
pressmen, pressfeeders, etc.; this makes an increase 
of $10.00 a week since the first of this year. -Of course 
there also has been an increase in the scale for office 
employees. We can not estimate the future from the 
past, but from present prospects no decrease in these 
expenses are to be expected. 


Summarizing: Our paper today is costing 154 per 
cent. more than at the end of 1914; and labor in the 
mechanical departments has increased approximately 
135 per cent. in the same time. 

It is now realized that unless the price of The 
Journal is raised (two dollars is suggested) for 1921, 
it will be necessary to go very deeply into our reserve 
fund—and even this would not suffice for long if pres- 
ent conditions continue. It is, therefore, necessary 
that the situation be met immediately, the great ma- 
jority of the Fellows remit during the first two or 
three months of the year, and if action on this matter 
is postponed until the Boston meeting it will mean 
that there will be practically no increase in receipts 
for dues or subscriptions during the year 1921, since 
any action taken at the annual session could not be 
made retroactive.: The Trustees, therefore, are unan- 
imously of the opinion that a special meeting of the 
House of Delegates should be called to consider modi- 
fication of the following by-law so as to permit of 
increasing the dues and subscription, and that this 
meeting should be held in time to have the new rates 
promulgated not later than the first of December of 
this year: 


CHAPTER XVII.—Annual Fellowship Dues: The 
annual Fellowship dues shall be five [seven] dol- 
lars, payable in advance on the first day of Jan- 
uary of each year, of which not less than four 
[six] dollars shall be credited to the subscription 
for one year for The Journal. 


It is proposed that the following modification be 
made in the above Chapter: 


Change the word ‘“‘five’ in the first line to 
“seven,’’ and the word ‘‘four’’ in the third line to 
*“‘eieg:’* 


If any further changes are considered necessary 
they can be presented at the meeting in Boston next 
June. 


It is suggested that the opportune time for such a 
meeting of the House of Delegates would be in con- 
nection with the meeting of State Secretaries, which 
is to be held at the Association headquarters in 
Chicago, November 11-12; at least ten of the state 
secretaries are also delegates. If the meeting of the 
House of Delegates were held at that time it would 
insure the presence of at least ten delegates, and it 
should, therefore, not be difficult to have a quorum 
in attendance. 
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Special sessions of the House of Delegates are 
provided for in Section 2, Chapter III of the By-Laws: 
“Special sessions of the House of Delegates shall 
be called by the Speaker on written request of 
twenty-seven or more delegates, representing a 
majority of the constituent associations. When a 
special session is thus called, the Secretary shall 
mail a notice to the last known address of each 
member of the last House of Delegates at least 
twenty days before such special session is to be 
held, in which notice shall be specified the time 
and place of meeting and the items of business 
to be considered. No other business shall. be 
transacted at the special session than that speci- 
fied in the call.”’ 
“Quorum.—Twenty voting members of the House 
of Delegates shall constitute a quorum.” 


Enclosed will be found two slips—one for a mail 
vote on the proposition of modifying the by-laws to 
increase the annual dues; the other a petition to the 
Speaker of the House of Delegates to call a special 
meeting for the purpose specified. The petitions will 
be transmitted to the Speaker by the Secretary of the 
Association. As the time is short, if the meeting is 
to be called on the dates mentioned above, will you 
please act promptly? Stamped, directed envelope is 
enclosed for your convenience. 

The mail vote on the proposition of increasing the 
annual dues is simply to obtain an expression of the 
opinion of all the members of the House of Delegates 
for the benefit of those who may attend the speciai 
session; it has no legal force. 

This communication is issued on the authority and 
by direction of the Board of Trustees of the American 
Medical Association. 

ALEX. R. CRAIG, 

Secretary, American Medical Association 
FRANK BILLINGS, 

Secretary, Board of Trustees of the A. M.A. 
GEORGE H. SIMMONS, 

Editor and General Midtiee! 


Resolution adopted -by the House of Delegates 
of the Ohio State Medical Association, at its last 
annual meeting, held in Toledo, June 1, 2, and 3, 
1920. 

“Whereas, in our forty-eight states there are 
as many separate medical examining boards, and 

“Whereas, licensed physicians in one state may 
not always practice in other commonwealths 
without vexatious examinations and expense, and 

“Whereas, the government in time of war fre- 
quently sent physicians into army camps in other 
states, and therefore disregarded state boundar- 
ies, and 

“Whereas, there is practically homogeneity in 
the anatomical and psychological makeup of the 
people in the various states, and 

“Whereas, the same may be said of the shai 


cians throughout the land. 
“Therefore, be it resolved, that if is the opin- 


ion of the House of Delegates that the right toe 
practice in one state should be extended to in- 
clude the right to practice medicine in any part 
of the United States. 

“Be it further Resolved that a copy of this 
resolution be sent to the proper officials of all 
medical societies, and to national and quasi-na- 
tional medical associations, and that the Ameri- 
can Medical Association be especially urged te 
perfect a plan by which inter-state medical prac- 
tice be made as easy as inter-state commerce.” 
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E. V. Nelson and W. L. Leonberger of Mar- 
qguette, chiropractors, who were found guilty 
during the last term of the circuit court of prac- 
ticing medicine without a license in violation of 
the state law, have paid the fines imposed on 
them by Judge Flannigan and have abandoned 
their business in Marquette County. When these 
verdicts were reached in these cases, Judge Flan- 
nigan granted the chiropractors’ attorneys sixty 
days in which to file an appeal. After careful 
consideration of the evidence -however the at- 
torneys decided not to appeal and their clients 
paid their fines. 

Mr. Nelson who has been practicing his pro- 
fession in Marquette more than a year, closed 
his office the first part of September and has gone 
West. Mr. Leonberger who maintained an of- 
fice in Negaunee has gone to Wisconsin. 

These chiropractors hired an able attorney, 
counsel for the National Association of Chiro- 
pratcors, to come to Marquette and fight their 
cases. His defense was made on the ground that 
the chiropractor’s business is not medical prac- 
tice within the meaning of the Michigan Medical 
Act. 
thought probable that he would start an appeal 
on the ground that the Statute was unconstitu- 


tional. The fact that no appeal was taken, is re- 
garded as evidence that the chiropractors’ at- 
torney ‘came to the conclusion that Michigan 


laws will not permit “spine manipulators” to op- 
erate and that if they continued their practice, it 
would be in violation of the law. 

Doctor W. C. C. Cole has associated himself 
with Doctor T. B. Cooley of Detroit in the prac- 
tice of pediatrics. Doctor Cole is a graduate of 
the University of Minnesota Medical Department. 
He has held a teaching fellowship in its pediatric 
department. . Before he came to Detroit he was 
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After the case had gone against him it was’ 
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associated in private practice with Professor 
Sedgewick, head of the department of pediatrics 
in the University of Minnesota. 


At the request of the late Doctor J. H. Carstens, 
Doctor E. K. Cullen was appointed several 
months ago acting head of the Department of 
Gynecology in the Detroit College of Medicine 
and Surgery for 1920-1921. 


Doctor R. M. Athay, a graduate of the Medical 
Department of Northwestern University, has 
recently become associated in practice with Doc- 
tor Guy L. Kiefer, of Detroit. 


Dr. Angus McLean has returned home from 
Europe, where he has been attending the Inter- 
national Congress of Surgeons. 


Dr. J. I. Case of Battle Creek has been cited 
for meritious and conspicuous service during his 
military service. 


Dr. Clyde Reynolds has assumed charge of the 
health service of the Lansing Agricultural Col- 
lege. 





Dr. B. A. Shepard is planning a new and en- 
larged tuberculosis sanitarium just outside of 
Kalamazoo. 


A psychopathic hospital is being urged for De- 
troit. 





Manistique is fathering a movement for the 
establishment of a local hospital. 


Dr. C. F. Girard has been appointed health 
officer for Powers township. 


Charlevoix Hospital is enlarging its capacity. 


Dr. J. M. Blackman has located in Morenci. 
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it is the Editor's desire to have this department of the Journal contain the report of every meeting 
that is held by a Local Society. Secretaries are urged 
to send in these reports promptly 


ALPENA COUNTY. 

Thursday, August 17, occurred the annual pic- 
nic and frolic of the Alpena Medical Society. 
Seventeen doctors, their wives and a few invited 
guests sat down to a delicious dinner at the 
Grand Lake Hotel, seventeen miles from Alpena. 
The evening was spent in social conversation, 
everyone reporting the best of time. It is 
hoped that the Petoskey Medical Society will take 


charge of the Sept. meeting and furnish the pro- 
gram. 
C. M. Williams, Secretary. 


GENESEE COUNTY. 


The Genesee County Medical Society held no 
meeting during July and August but had two 
social gatherings with the object of promoting 
good will among our friends in the Pharmaceut- 
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ical and Legal professions. On August 25th the 
physicians and pharmacists of Flint held a picnic 
at Lake Orion. A ball game, a dance and other 
sports made it a very enjoyable day. On Sept. 
2nd the physicians met at luncheon with the 
lawyers Club. A musical program was provided 
and several good speakers entertained us. Dr. 
H. E. Randall and Dr. C. B. Burr spoke for the 
doctors. Judge J. O. Murfin, of Detroit, Pres. 
of the Michigan Bar Association, spoke very en- 
tertainingly, and especially urged that our pro- 
fessions should support the movement to secure 
better remuneration for our teachers, public 
school, high school and college. It will be re- 
membered that our society had a joint meeting 
with the dentists last spring. We believe that 
these joint meetings are not only enjoyable but 
profitable for there is no city in the State where 
a better feeling exists among professional men 
than in Flint. 
W. H. Marshall, Secretary. 


MENOMINEE COUNTY. 


Annual Meeting of Upper Peninsula Medical 
Society. 

The 24th annual meeting of the Upper Penin- 
sula Medical Society was called to order in the 
American Legion Club rooms August 25th 
promptly at ten o’clock by Dr. R. A. Walker, 
president of the Menominee County Medical So- 
ciety, who greeted a very satisfactory audience 
for the morning meeting of the first day. 

The members were welcomed by the Hon. M. 
J. Doyle, Mayor of Menominee in an address 
that was very well received, in which the Mayor 
emphasized the importance of co-operation be- 
tween the civic authorities and the medical pro- 
fession and stated that the health of the com- 
munity benefited greatly by such co-operation. 

After the address of welcome our president, Dr. 
Harry W. Long, was presented who read a some- 
what reminiscent and very interesting paper on 
“The Changing World of Medicine.” 

The scientific program was admirably opened 
with a masterly paper by Dr. David Littlejohn, 
of Ishpeming, on ““Civic Activities in Public 
Health” which was a most excellent exposition 
of the subject. The character of this paper 
prompted Dr. A. W. Hornbogen to offer a mo- 
tion that the papers read at this meeting be turn- 
ed over to the secretary to be forwarded by him 
to the Journal of the State Medical Society. This 
suggestion was adopted. The paper was generally 
discussed by Drs. Long, Hornbogen, Fischer, 
Lawbaugh, Mayor Doyle, and Drs. Walker, Mc- 
Comb and Littlejohn. 

The minutes of the Escanaba meeting were 
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read and accepted, after which a business com- 
mittee composed of Drs. Hornbogen, Hicks, and 
Miller was appointed. 

The afternoon session was opened by Dr. Horn- 
bogen who read a paper by Dr. F. McD. Harkins 
of Marquette on “The Drum-head Membrane in 
Obstetrics” which was discussed by Drs. Horn- 
bogen, Lawbaugh, Larson and Dohearty. Dr. 
Fischer of Hancock then favored us with a “Ser- 
monette on Tuberculosis” which was of the same 
excellent type that we always expect from Dr. 
Fischer and which was most cordially received 
by the Society. The discussion was led by Dr. 
Lawbaugh and followed by Drs. Hornbogen, 
Bennie, Littlejohn, Hicks, Anderson, Sawbridge, 
and Fischer. 

The paper of the dean of our profession, Dr. 
A. I. Lawbaugh, of Laurium, “Too Late and Too 
Early in Abdominal Surgery” caused probably 
the most general discussion of any paper present- 
ed at the meeting. It is needless to say that it 
was a masterful effort and backed by such ripe 
experience was very valuable. The question of 
acute abdomen always provokes active discus- 
sion among surgeons and this was no exception. 
Drs. Hitchen, Anderson, Hornbogen, Orr, Mehlig, 
Hicks, Walker, Whiteshields and Lawbaugh par- 
ticipated in the discussion. 


The Percy method of blood transfusion was 
then described and the instruments demonstrat- 
ed by Dr. L. P. Mehlig of Sault Ste. Marie. His 
paper was fully discussed by Drs. Fischer, Ander- 
son and Mehlig. 

The mistakes in diagnosis were commented on 
in a paper by Dr. E. V. McComb of Menominee 
which in his absence was read by the secretary. 
These papers are always valuable as questions 
of diagnosis and prognosis are so often more 
forcibly impressed by mistakes than by brilliant 
success. 

The afternoon program concluded with a very 
practical address for the general practitioner on 
“Acute Otitis Media—Diagnosis, Treatment and 
Complications” It was a paper which deserved a 
full discussion because of its value and the ad- 
mirable way in which the important question was 
presented but was discussed only by the other 
ear men present. 

In the evening a banquet was tendered the 
guests at the Hotel Menominee by the Menom- 
inee County Medical Society. About forty mem- 
bers gathered around the festive board and a 
right good time was had with the president of 
the Menominee County Medical Society, Dr. 
Walker, as toastmaster. The banquet was dry 
only inasmuch as it lacked liquid refreshment of 
the long ago but we made up for this with some 
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excellent talks by the after dinner orator of the 
Upper Peninsula Medical Society, Dr. Miller, of 
Gladstone, by Roger M. Andrews, of Menominee, 
our retiring president, Dr. Harry W. Long, and 
several others. A most enjoyable musical pro- 
gram was directed by the Drs. Boren, of Marin- 
ette. 

Thursday morning the association convened in 
the lecture room of the Spies Public Library and 
was opened with an instructive and interesting 
paper by Dr. L. M. Finch of the Morgan Heights 
Sanitarium, Marquette, read by Dr. Fischer, of 
Hancock. 

The business committee then reported that 
they were not in a position to recommend a place 
of meeting as the popularity of our Society was 
demonstrated by the fact that there were three 
invitations for the 1921 session, from Iron Moun- 
tain, Ishpeming, and Marquette. In view of the 
fact that the meeting next year will be the silver 
jubilee of the society, which was organized in 
Marquette, the other candidates for the honor of 


entertaining us gracefully withdrew and Mar- 


quette was unanimously selected. The committee 
then recommended as the officers for the ensuing 
year Dr. R. A. Walker, President, Dr. F. McD. 
Harkins of Marquette, First Vice-President, and 
Dr. W. J. Anderson of Iron Mountain, ‘Second 
Vice-President. This recommendation was unan- 
imously adopted. The resolution of thanks to 
the Menominee County Medical Society for its 
entertainment was also presented and unanimous- 
ly adopted. 

Dr. A. S. Kitchen, of Escanaba then demonstrat- 
ed a case in which an arm so seriously injured 
that amputation would by many be considered 
inevitable, had been saved leaving the man with 
a very good hand. The demonstration was ac- 
companied by a most instructive paper which was 
discussed by Drs. Walker, Anderson, Redelings, 
Mehlig, Larson, and Kitchen. 

Dr. Hicks then gave an information talk on 
the U. S. Public Health Service and its care of 
disabled soldiers, the purpose being to emphasize 
to the physicians who were not associated with 
the U. S. Public Health Service that an honest 
and earnest effort is being made to play fair with 
the ex-soldiers and do all that is possible to re- 
store him to his former health and vigor. His 
talk was discussed by Drs. Anderson, Walker, 
Elwood and Larson. 

The following members of the Upper Peninsula 
Medical Society who have moved to other fields 
of endeavor were then unanimously elected 
honorary members: Dr. Beverly D. Harrison, of 
Detroit, Dr. Carl F. Moll, of Flint, and our retir- 
ing President, Dr. Harry W. Long, Gary, Ind. 


BOOK REVIEWS 
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After this a thoroughly enjoyable meeting of 
the Upper Peninsula Medical Society was ad- 
journed. C. R. Elwood. 


SANILAC COUNTY. 


On Monday, Sept. 6 the members of Sanilac 
County Medical Society met at the summer home 
of Dr. B. E. Brush, of Port Huron, at Lexing- 
ton, Michigan. 

W. A. Hackett, M.D., F.A.C.S., of Detroit, 
gave an excellent and instructive address on 
“Fractures” and E. E. Lewis, M.D., of Port 
Huron, gave a paper on “X-Ray Treatment of 
Exophthalmic Goitre.” 

The addresses were well rendered and showed 
that the speakers had a thorough grasp of their 
respective subjects. 

On this occasion the members of the Society 
with their wives were the guests of Dr. and Mrs. 
Brush. 

Some forty in number sat down to an excellent 
chicken and fish dinner, provided through thg 
courtesy of Dr. Brush, at the Lexington Hotel, 
when a splendid time was spent. 

Besides the members of the County Organiza- 
tion, guests were present from Port Huron, De- 
troit, Imlay City and Richmond. 

All expressed themselves as having been really 
entertained, and the occasion will long be re- 
membered by those whose good fortune it was 
to be present. 

Great credit is due Dr. Brush, he having spared 
no trouble by way of entertainment for his guests 
and all agreed that he made an excellent host. 

The meeting was one of the most successful 
yet held by the organization. A unanimous vote 
of thanks was extended Dr. Brush and the speak- 
ers. 

The next meeting is to be held at Sandusky, 
in October. 

J. W. Scott, M.D., Secretary. 





Book ‘Reviews 


THE FUNDAMENTALS OF HUMAN ANATOMY. 
Marsh Pitzman, A. B., M.D., Professor of Anatomy, 
Washington University. Cloth, 356 pp. Price $4.00. 
C. V. Mosby Co. 


This text discusses the relation of anatomical 
structures in diseased conditions from a medical 
viewpoint and hence is the viewpoint of the prac- 
titioner. The common fault exists that the man 


not doing surgery considers that he can well for- 
get and ignore anatomical relationship. He does 
not recognize that anatomy has an equally im- 
portant bearing in his treatment of disease as 
it has to the surgeon in his operative work. 

It is an excellent text and one which we most 
heartily recommend. 
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PERSONAL BEAUTY AND RACIAL BETTERMENT. 
Knight Dunlap. C. V. Mosby Co. Price $1.00. 


A presentation of the central problems of eu- 
genics. ? 


HYGIENE, DENTAL AND GENERAL. Clair E. 
Turner, Asst. Professor of Hygiene, Tufts Medical 
College. Cloth, 400 pp. Price $4.00. C. V. Mosby 
Co. 


This work is essential for the dentists and cor- 
relates body hygiene and how to maintain it with 
the hygiene and prophylaxis of dental work. As 
such it is a very useful text which a physician 
should read with much profit. 


EXOPHTHALMIC GOITRE AND ITS NON-SUR- 
GICAL TREATMENT. Israel Bram, M.D., Instruc- 
tor in Clinical Medicine, Jefferson Medical College. 
Cloth, Price $5.50. C. V. Mosby Co., St. Louis, Mo. 


When the reviewer first picked up this book 
he settled himself with an expectant attitude of 
pleasant anticipation that the text before him 
would reveal a discussion of exophthalmic goitre 
from a new standpoint and would impart sub- 
stantiated observations upon the non surgical 
treatment. 

We are forced to admit that we were keenly 
disappointed and surprised at the complete ab- 
sence of everything that might justify the waste 
of paper that occurs in publishing this text. 

Nothing new in the discussion of the disease, 
old, long forgotten formulas for medical treat- 
ment, external and internal, rambling by com- 
ments, diet lists and similar obsolete material. In 
some of the case histories we are even inclined 
to think that other diagnosis might fit them bet- 
ter. 

It has been a long time since we have been so 
disappointed in a text. 





Miscellany 


TO PHYSICIANS AND HEALTH OFFICERS. 


The recent efforts by this Department to re- 
vise the tuberculosis records disclose the fact 
that the law is, in many cases, being disregarded, 
and for this reason your attention is invited to 
the following provisions of the law. 

Physicians are required to report to the Health 
Officer every case of tuberculosis that shall come 
to his knowledge, within twenty-four hours. He 
is not to assume that a case has been or will be 
reported by some one else; if he makes the diag- 
nosis, he should report the case. The law allows 
the physician fifty cents (paid by the State) for 
every complete report. 

Health officers are required to transmit all re- 
ports within twenty-four hours to the Michigan 
Department of Health and to register all cases 
in a book furnished by this Department for that 
purpose, which book shall not be open to inspec- 
tion by any one except the state or local health 
authorities. 
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The law provides for the disinfection of all 
premises after death, recovery or removal of a 
person who has had tuberculosis. 

Cases must be reported without waiting for 
positive laboratory reports, as this only affects 
the method of handling the case and not the ques- 
tion of reporting. No matter what part of the 
body may be affected—the meninges, spine, in- 
testines, bones or any other organ—they are all 
reportable, the same as tuberculosis of the lungs. 

The law also provides for a report of the ter- 
mination of a case, that the premises may be dis- 
infected. This would mean the death, removal 
or recovery of the case, and such report should 
be promptly forwarded to the Michigan Depart- 
ment of Health, in order that your jurisdiction 
may be duly credited and the case be no longer 
charged thereto. 


If health officers have not been keeping com- 
plete records, as required by law, or have not a 
register furnished by this Department, they 
should at once get their record started and keep 
it up, so that they may not put themselves in a 
position which may come in conflict with the law. 


Physicians are expected to comply strictly with 
the law in making reports. The Department 
would deplore the necessity of legal action, but 
cannot be expected to overlook violations of the 
laws, with the enforcement of which it is directly 
charged. 

The law provides a penalty of a fine of not more 
than one hundred dollars for failure on the part 
of any physician to report a case of tuberculosis, 
also a fine of not less than five nor more than 
fifty dollars for the violation of any provisions 
of the act. 


The Department has recently taken over the 
Clinics formerly conducted by the Michigan Anti- 
Tuberculosis Association and is now arranging 
to conduct Clinics for Tuberculosis and Diseases 
of Children, and will be glad to take the matter 
up in those communities having local Tubercu- 
losis Associations, active Red Cross Chapters, 
Welfare Organizations, or other bodies which 
are. organized to follow up the work started by 
the clinic. 


The one purpose of all reports, clinics and edu- 
cational work is to reduce the misery and suffer- 
ing caused by tuberculosis and save the lives of 
Michigan citizens. It is only thus that we can 
do our duty as health officers and physicians. 

Remember that every uncared-for case of tuber- 
culosis infects three others before it dies. 


Cordially, 
R. M. Olin, M.D., 
Collaborating Epidemiologist, 
U. S. Public Health Service. 


ABSTRACT. 
Mental Equipment— 
An adequate study of the mental.make-up or 
equipment must cover at least five aspects. 
1. Age Level Tests (General Ability.) 
Advantages: 
. a. It admits of ready comparative studies 
as it is a method of very common use. 
b. It estimates so-called intelligence 
(general ability.) — 
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c. It classifies in terms of mental age or 
intelligence quotients. 
Disadvantages: 
a. Results are not always reliable for 
they are influenced by special abilities or 
disabilities (A good or poor auditory 
memory span raises or lowers the score 
unduly). ‘ 
b. Educational and cultural opportunities 
play a large part in success or failure on 
some of the tests (understanding and use 
of language and certain vocabulary affects 
the final score.) 
c. Special abilities and disabilities are 
left totally or largely unrevealed (almost 
entirely the scale deals with ability to deal 
with ideas but gives no hint as to ability 
to deal with things and with persons). 
d. The final score may be readily mis- 
interpreted. 
2. Special Abilities and Disabilities 
We are especially interested in revealing the 
abilities that can be utilized educationally, 
vocationally and socially. 
Abilities: 

a. Mechanical ability (hand-minded rath- 

er than book-minded) (The ability to 

deal with things rather than ideas and 
with concrete material rather than ab- 
stract.) 

1. Simple manual dexterity (ability to 

use hands skillfully and quickly) (Un- 

skilled factory work as packing and past- 
ing.) 

2. Mechanical skill (dexterity plus 

ability to deal with problems presented 

in concrete material) Repair work when 
parts of a machine must be put together) 

3. Planfulness, resource and originality 

in dealing with concrete material (In- 

ventor or mechanical engineer) 

b. Ability in field of language. 

c. Ability in visualition (draftsmanship). 
Disabilities: 

It is important to find these out. 
Functioning of the Mind—-The Dynamic 
Aspect—When the mental abilities have 
been ascertained, the question arises how 
well with these abilities does the mind func- 
tion? What is the individual’s mental 
ability? How great is the capacity output? 
4. Personality Make-Up: 

It is often very difficult to determine what 
is the innate personality make-up and what 
is the result of environment and experience. 
5. Mental Content: 

What forms the content of one’s mental 
life? What are his interests, his ideals and 
ambitions? What ideation is more or less 
recurrent? Does he have Day Dreams and 
of what do they consist? Is he subject to 
obsessive thoughts. or imagery? 


(Mental Hygiene July 1920, Augusta Bronner.) 
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ABSTRACT. 
Mental Deficiency— 
Of the 72,323 cases of nervous and mental dis- 
orders identified by the neuropsychiatric examin- 
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ers of the Medical Corps of the army detailed 
in the United States, 22,741 or 31.4%, were mental 
defectives. The mental defect was so pronounc- 
ed that the bulk of these recruits were consider- 
ed unfit for any kind of service (military). They 
constituted nearly one-third of all the rejections 
for nervous or mental causes, and were far more 
numerous than any other single clinical group. 
If the mental defectives rejected at the locai 
boards are added to those rejected at camps, the 
total number of individuals seriously handicapped 
by mental defect brought to light by mobilization 
reaches 26,545. 

Mental defect is approximately three times more 
frequent than drug inebriety, concerning the ter- 
rors of which the press keeps us constantly in- 
formed; it is twenty times more frequent than 
disabling alcholism to prevent which our federal 
Constitution has been amended; it is three times 
more frequent than insanity, in provision for 
which there is a general quickening of interest 
throughout the country and for the cure of which 
at least half a dozen of our states have developed 
systems of the highest order of merit. 

How many mental defectives are there in the 
United States? The answer to it vouchsafed by 
army figures, while perhaps not absolutely ac- 
curate, may be not far from correct. If the num- 
ber of men examined be approximated at 3,500,- 
000, there would be a ration of 6.5 defectives for 
every 1,000 men examined. The number of cases 
discovered at the local boards is so small that the 
preceding ratio may be used in estimating the 
number of mental defectives between the ages 
of twenty-one and thirty-one years, exclusive of 
those confined in state and private institutions. 
There were 10,101,506 registrants between the 
ages of twenty-one and thirty-one and the ratio 
of-6.5 per 1,000 would give for this number 65,05! 
male mental defectives of the given age period. 
If mental deficiency ran uniform among persons 
of all ages there would be 353,210 male defectives 
in the United States. As a matter of fact, we 
know that mental defect, by reason of the high 
mortality incident to it, especially in youth, has 
a greater incidence in groups under eighteen 
years than in those over it. So it seems evident 
that the estimates drawn from adults would un- 
derstate the number as related to the entire popu- 
lation. 

In the classification of the mental defectives 
discovered in the army the conventional defini- 
tions were employed: an imbecile was considered 
as one capable of guarding himself against physic- 
al danger, but incapable of earning a living, a 
moron as one capable of earning a living under 
favorable circumstances, but incapable of com- 
peting on equal terms with his normal fellows. 
No idiots came under the observation of the 
neuropyschiatric officers and among the whites 
the morons constituted approximately two-thirds 
of the total, the imbeciles.one-third. The negroes 
showed a higher percentage of grave defects as 
among them the imbeciles totaled 48.4% and the 
morons sank to 50.7%. (Mental Hygiene, July 


1920, Pearce Bailey and Roy Haber.) 








